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Abstract 
This study selects a hospital as a research site to look at how both professional 
status and gender are stratified under this particular setting. Doctors, as 
professionals, are dominated by male while nurses, as non-professionals, are 
dominated by female. Through observation and interview of the daily work of doctors 
and nurses，it is found that contrary to common understanding, the power structure in 
the hospital seems to be reversed in that the nurses always challenge the doctors and 
resist in various forms whereas the doctors rely quite heavily on the nurses in their 
daily work and have to do them favours or give special treats in order to gain their 
support at work. 
To explain this interesting phenomena, three major theoretical frameworks are 
referred to in this thesis. The first is Friedson's theory on "professional dominance". 
He argues that the relationship between the professionals and the non-professionals is 
one of domination. However, he overlooks the dependency relationship in that the 
professionals always need to depend on the non-professionals to support their daily 
work in order to maintain their professional dominance. The second theoretical 
stream is James Scott's study on resistance. He rightly argues that women usually 
resist "off-stage” and in private by resorting to emotional means. Resistance by men 
is more public, aiming at building up their professionalism. The last theoretical work 
links up theories on organization and gender. It is noted that men and women adopt 
different strategies in an organization. For example, one strategy adopted by doctors 
is "personalization". Male doctors usually create romantic relationships with female 
nurses while female doctors try to establish sisterhood with the nurses in order to get 
things done. The doctors are simply compelled to do so because they rely on the 
nurses. 
The results of my study show that in a highly gendered organisation such as the 
hospital, gender identity and the gendered structures are constantly being reproduced, 
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1.1 Empirical Puzzle and Theoretical Questions 
As in most other professional organizations, the authority structures in 
hospitals are deeply stratified by professional status and by gender. As many studies 
point out the professional tier on top, including doctors and consultants, is 
predominantly men while the non-professional tier below, containing nurses, health 
care assistants and porters, is predominantly women (Butter et al. 1987; Riska and 
Wegar 1993). Their formal knowledge and structural position generally give doctors 
the professional and bureaucratic authority to dominate nurses. Nurses, submissive 
and deferential, have to follow doctors' command. In a word, the formal authority 
structure is held by the hands' of doctors while nurses, primarily women nurses are 
situated in the subordinate status. 
However, after I observe the daily interaction between doctors and nurses in 
the workplace, I find a different, or even reversed pattern of power relationship 
between them. I am quite surprised by the effectiveness of nurses' covert, informal 
power. Sometimes, nurses embarrass those doctors whom they dislike; while 
sometimes they publicly humiliate doctors through symbolic givings, or even annoy 
doctors by refusing to cooperate. Grace, a women psychiatric nurse, tells me how 
she ignores the order of a doctor whom she disliked. 
"One time one of the doctors who everyone in the ward disliked 
came up to me, and wanted me to process his equipment purchase 
form for him, I told him to leave at the front and I'll get to it as 
soon as I can. I actually never did it, and told him I didn't have 
time because I was working in the lab all day, when I was really 
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chatting with some of my co-workers in the cafeteria." 
Indeed, through acts of resistance, nurses gain access to various means of 
control. 
On the other hand, I also find it puzzle to see the restrictive manner of 
doctors in exercising their formal authority over nurses, primarily women nurses. 
Contrary to the commonly held belief that dominant can be assertive and the 
dominated must exercise discretion, I find that doctors in the positions of authority 
care more about the feelings of subordinate nurses than vice versa. I have told by 
many doctors how they take pains not to offend women nurses, how they study 
nurses' moods, and how they even curry favor with nurses. The extent to which 
doctors hesitate and even feel constrained to use their authority over women nurses is 
well illustrated by Doctor Ng's words, "If you want things done, then you must take 
care not to arouse women nurses displeasure, otherwise you'll run into problems, 
regardless if you're a doctor." 
These fieldwork data pose intriguing empirical puzzles. Why and how 
women nurses can exert influence over professional doctors despite the latter's 
monopoly of formal authority? What exactly is the leverage nurses are said to have? 
How do they exercise it? Under what circumstances? Why doctors hesitate to 
exercise their authority? By what means can doctors get the cooperation of nurses? 
What implications are there on nurses and doctors? 
With the above empirical questions, several sociological theoretical 
questions guiding my research are formulated. How are we to interpret the 
seemingly contradictory depiction of the power relations between doctors and nurses 
at the macro and micro level? How can the two conflicting views be reconciled? 
As women nurses are systematically situated in a marginali煤d position, why are there 
rooms for them to counteract the superiority of doctors (men professional), are there 
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any differences in men nurses' and women nurses' strategies due to their different 
structural positions, are they successful in exerting their influence? What makes 
doctors hesitate to exercise their authority and by what means men and women doctor 
use to get the nurses work? How the gendered organizational structure of hospital 
put doctors into a dependent relationship on nurses? What kind of dependency it is? 
How gender relations between organizational and occupational members are shaped 
and reshaped in this process? 
To deal with these questions, I examine existing theories of informal 
organizational studies, profession, resistance as well as gender studies. Building 
upon these existing theories, I try to develop a theoretical framework and some 
conceptual tools in understanding these issues. 
1.2 Casing a Case: Hospital as a Critical Case for Studying Gender 
and Professional Authority 
I choose hospital as a critical case to study gender and professional 
authority because this organizational form takes rationalization and formalization to 
an extreme. Rationalizing and formalizing the social arrangements in hospital 
means: firstly, there is a strict application of rules and regulations to standardize the 
work process; and secondly, the hierarchical position and the division of labour 
among various medical staffs have been formalized by impersonal standard. The 
structure of dominance and subordination is well-defined. My interest of this study 
is no longer to confirm, but is to discover and explain anomalies. It is my interest 
to explore and explain how and why the subordinate group gain access to informal 
I 
power while the dominant group) hesitate to exercise legitimate power, given a 
deep-rooted formalized authority structure in hospital. 
3 
Chapter 5 
To address these questions, I limit my scope to study professional doctors 
and non-professional nurses only, not including semi-professionals, such as 
physiotherapists. I choose these two occupations because they are highly 
interdependent working within the same organizational form and they are strongly 
sex-typed by the proportion of men and women found in each. 
Looking at women and men in these two occupations also provides several 
important bases for comparison. First it allows me to study nurses and doctors in 
relations to one another. Studies on medical workers tend to focus on one 
occupation, only doctors or nurses. Indeed, as shown in the data, these two 
occupations have an important interdependent and asymmetrical relationship to one 
another. Doctor's work in hospital is completed with the support of the nurse's 
duties as well. Nurse's work in hospitals is a type of satellite occupation whose very 
existence is determined by the request or needs of doctors. Studying theses two 
occupations in relation to one another highlights not only their interdependence but 
the reproduction of gender asymmetry in hospitals. 
Second, I can compare women and men in a feminized occupation, nursing. 
I would examine how men nurses and women nurses interpret their work, how they 
response to doctors' authority and how they negotiate power in the work process, 
according to their different structural position. I also concern with how the 
asymmetrical gender relation between men and women nurses is shaped and 
reinforced in the work process. • 
Finally, I can also compare the experiences of women and men within a 
masculinized occupation, doctors. My interests are to examine the gender 
differences between men and women doctors in responsing the acts of resistance of 
I 




Participant observation and in-depth interviews provide the methodological 
framework for my research. With the help of a professor in my department, I gained 
access to the chief of services of a large public hospital, City hospital (pseudonym) 
and obtained the formal permission to study the work lives of doctors and nurses in 
City hospital. Entering the field, I introduced myself as a postgraduate student^ in 
Sociology writing thesis on the working experiences of medical staffs in hospitals. 
After stating the objectives and methods of my study, I guaranteed my informants that 
all their personal information would be kept confidential and their names held 
anonymous. Luckily, many medical staffs were interested in my research and many 
of them volunteered their views both formally in interviews and informally in private 
conversations. 
Since I was studying both groups (professional doctors and 
non-professional nurses) at the same time all by myself, I always kept myself aware 
of the political embarrassment of being in the middle of a class pincer. How to 
position myself and to maintain an “aura of neutrality" was the most important 
question that I always kept in mind. But later, I found my multiple identities and the 
multiple social divisions in the workplace of great value. My education in the 
Chinese University of Hong Kong provided the ground for affinity with the doctor 
group, in which over 80 percentages were graduated from the CUHK. Coming from 
the same university help me easier to get the trust of doctors. By the same token, my 
female gender and age made my cosy relations, with the nurse group natural in both 
the eyes of doctors and nurses. 
1 The label of 'student' could at once be honest and untlireatening enough for everyone in the hospital 
to interact with me. 
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Most of my study at City Hospital was conducted between June and 
December 1998. During this period, I participated and observed the interactive work 
process between doctors and nurses both inside and outside of City hospital. 
Everyday, I attended the morning ward rounds with doctors and nurses, attended the 
nursing "duty shift" meetings, and attended doctors' lunch meetings. Apart from 
these daily rountines, I also joined some multi-discipline workshops ( where doctors, 
nurses, physiotherapists and occupational therapists work together as a team in 
carrying out new projects), policy briefing seminars, recruitment seminars, awards 
presentation ceremonies, internal conferences as well as different kinds of party. All 
these fieldworks provide me chances to see how men and women both between and 
within the two occupations (doctor and nurse) interact in their everyday work life, and 
how their interpretations are translated into action in a hospital setting. Moreover, 
whenever I had spare time, I also socialized with doctors, nurses, patients and other 
therapists at tea breaks or some other informal gatherings. Informants usually felt 
less defensive and more comfortable in telling me their feelings and viewpoints in 
such casual conversations than when they were being formally interviewed. 
In addition to fieldwork, I conducted a total of forty interviews with doctors 
and nurses in different ranks and different units. Another sixteen interviews were 
also done with patients, therapists and former doctors and nurses to supplement the 
data. Because I wanted to interview a comparable number of men and women in 
each category, I over interviewed the statistical minority in each group. For example, 
there were only 6 women doctors but 98 men doctors in the City hospital. If I had 
utilized a truly random sample of this job category, I would have interviewed only 
one or possibly no women doctors at all. To achieve comparability, I interviewed all 
i 
the women doctors, and a random sample of the men. I followed this same 
procedure for the nursing occupation as well. 
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Each interview lasted around one to two hours. Interviews with doctors 
were mostly conducted at their own offices, while interviews with nurses and 
therapists were held in the resting room or some exercise rooms. Some follow-up 
interviews were conducted by telephone. The interviews were taped-recorded, with 
the prior consent of the interviewees. All interviews followed roughly the same 
format, beginning with questions about their personal details, such as educational 
background and career paths, and then moving to a discussion of their work 
experience, their satisfaction and frustration in the workplace, as well as their 
interpretations on professionalism. 
1.4 Overview of the Thesis 
The following chapter is a literature review. To address the gender power 
dynamics within and between professional doctors and non-professional nurses in 
hospital, I develop my analytical framework based upon a critical review of existing 
theories on informal organizational studies, professions, resistance and gender studies. 
Some useful conceptual categories are also drawn to guide my research. 
Chapter 3 provides an overview of gender segregation in Hong Kong health 
care sector at a macro level and outlines the gendered structure embedded in hospitals 
in general and City Hospital in particular. In contrast to other studies, which depict 
formal hospitals as gender-neutral, I argue that these contemporary bureaucratic 
structures are men dominated workplace. In the light of Acker's theory of gendered 
organization, the processes through which City Hospital is gendered would be 
examined in the hierarchical structure, division of labour, evaluation system, spatial/ 
I 
temporal arrangement and social interactions. As shown in chapter 3，the formal 
asymmetrical power relationships- between doctors and nurses, and between men and 
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women have been well-defined. 
However, as the findings presented in chapter 4 and 5 suggest that the 
macro-level power relations are not necessarily reproduced in the micro-level 
interactions, and may even be reversed. Chapter 4 explores how and why nurses, as 
subservient group, counteract doctors' authority in everyday work life. It is found 
that nurses, as social actors, actively negotiate power and find meanings in their 
gendered power relationships to oblige doctors to be dependent on them. Different 
strategies of resistance devised by nurses would be discussed in this chapter. It is 
observed that due to different structural positions, men and women nurses employ 
different strategies of resistance and thus have different consequences. 
Then in chapter 5,1 would explore how and why doctors hesitate to exercise 
their professional authority over women nurses. It is found that they can gain the 
compliance of men nurses easily, but have difficulty in obtaining the cooperation of 
women nurses. The way how doctors have to curry favour with those women nurses 
to get them work would be discussed. As the data further revealed, when doctors 
curry favour with nurses, they are 'doing gender' at the same time. In these two 
chapters (4 and 5), I argue that the gendered organizational structure of hospital, 
ironically, has put doctors into a dependent relationship on nurses, which lead to 
doctors' vulnerability and to women nurses' accompanying empowerment. 
In chapter 6, I examine the consequences of women nurses' resistance. I 
conclude that resistances at the micro-level, which are mainly individual and implicit, 
do empower nurses to some extent, but these made no changes to the unequal 
gendered structures embedded in hospitals. Ironically, women nurses' acts of 
resistance often serve to reinforce traditional gender relations. The more women 
I 
nurses resist, the more they promote the stereotype that women are emotional, 
irrational and not committed to work. Finally, I would discuss the implications and 
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the limitations of the present research and suggest some questions for future research. 
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Literature Review and Theoretical Framework 
To examine and explicate the power dynamics within and between two 
sex-segregated occupational groups in professional organizations in general and the 
hospital organization in particular, I develop my theoretical framework and draw 
some conceptual tools based upon a critical review of existing literatures on the 
power approach of Freidson on professional dominance, ethnographic study on 
resistance and feminist research on gender and organization. 
2.1 Professional Dominance and Professional Dependence 
In the sociology of profession, the study of profession and semi-profession 
(non-profession) is the core domain in which theoretical and empirical speculation 
flourish. The earlier studies mainly focus on itemizing the traits that differentiate 
professions from other occupations (Goode 1957, Greenwood 1957, Wilensky 1964). 
Etzioni (1969) takes the step to classify occupations into professions and 
non-professions. This kind of trait approach merely locates occupations along the 
static profession continuum. It has been challenged for its insensitivity to historical 
variations (Collins 1990). 
Abandoning the mechanical measurement of idealized professional traits, 
the power approach marks a shift paradigm towards the understanding of the dynamic 
of professional claims. The main focus of this perspective is on how occupational 
t 
groups achieve the status of 'professional' and in the process how they maintain their 
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elite control over occupational prestige by a variety of strategies^ (Parry and Parry 
1976; Freidson 1986). I will highlight Freidson's work in the following review both 
because he significantly goes beyond others by naming and analyzing 'dominance' in 
professional dynamics, and because his account is insightful in understanding the 
intricate relationship between professional and non-professional. In Profession of 
Medicine, Freidson (1975) bases on medicine as the prototype profession and argues 
that the most distinctive line between professions and other occupations lies in their 
legitimate organized autonomy. Medicine is said to be truly autonomous as it has 
the authority to direct and evaluate the work of others without in turn subject to any 
outside evaluation (Freidson 1970). 
Organized autonomy, as Friedson (ibid.) succinctly argues, is sustained by 
the dominance of its expertise in the division of labour. Professional dominance has 
two important aspects: the control over the work situation and occupational 
sovereignty over related and neighbouring occupations; and, the control over people' 
ways of thinking themselves, and therefore rendering one to believe in professional 
advices as indispensable and inevitable, that is, cultural hegemony (Freidson 1985; 
Turner 1985; Conrad and Schneider 1980). The professionals always monopolize 
and seize the lion share of scarce resources, mediated and maintained by the existing 
license mechanism. The special, privileged, authoritative position of the medical 
profession is sustained by formal knowledge. Non-professionals are not only 
subordinated to the authority of bureaucratic rules, but also to the putatively 
knowledge of professional experts. They are prohibited to initiate changes and 
finalize decisions, if there is any, without the agreement of the professionals. Nurses, 
being one of the non-professionals,进e obliged to work under the supervision of 
I 
�Professionalization is the main strategy of exclusionary practices by which an occupation gains 
autonomy and influence. 
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doctors, the professionals, and from whom to take orders. Concisely, in Freidsonian 
analysis, nursing is a subordinate part of the technical division of labour surrounding 
medicine (Freidson 1975: 61). 
Freidson's account offers me some significant insights in capturing the 
dominance of professional authority over nonprofessional. However, by sheer 
dominance, I argue the relationship as one sided. The Freidonian framework is not 
adequate to explain what I call professional restrictive authority, that is, the 
professional doctors are restricted to exercise authority over the nonprofessional 
nurses. Substantiated by my interview and field data in a hospital, I put forth such 
an intricate and nuance interrelation as dependence, of which professional status and 
gender are interwoven, and where power and resistance are intertwined. Two key 
dimensions characterize dependency. Firstly, on emotional support, doctors have to 
heavily rely on nurses for help and by them, for patient care. Secondly, on manual 
duties performance, doctors highly rest on the nurses to do trivial tasks that are so 
necessarily in not to damage their own professional image. It is precisely this 
complex professional and nonprofessional relation, when dominance necessarily 
entails dependence, which I will tiy to broaden Freidson's work on the intricate 
professional relationship and to contextualize the professional dynamics within the 
gendered hospitals. 
Dependence of professionals on nonprofessionals is based on the 
institutional structure of hospital organization, not the individual and voluntary action. 
Within the division of labor, the professionals are put into the dependency position. 
They must always curry favor to the nonprofessionals, no matter how much pain is in 
it, and not the vice versa. Indeed, both dominance and dependency are inseparable. 
t 
In other words, the former cannot but to accede to the manipulative strategies of 
nonprofessionals. This is essential in getting everyday work done as well as 
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maintaining the professional positions of the doctors. 
2.2 Ethnographic Studies of Resistance 
Freidson is criticized for his overuse of the ‘ autonomy'. It can dominant 
over kindred occupations and to prevent outside interference and supervision 
(Macdonald 1995). The absence of the elements of agency and subjectivity in his 
framework inevitably handicaps his account from fully exploring the dynamics of 
daily work process that incorporates the interpretations, strategies, and practices of 
the subordinate nonprofessional nurses. Only by bringing subject into our analysis 
of professional dynamics can we understand the resistant strategies of the subordinate 
nurses. 
To explore and explain the nature, strategies, and effectives of resistance of 
nurses to counteract the superior doctors, James Scott's work gives an insight. In the 
book of 'Weapons of the Week', Scott discusses the meaning of resistance in various 
levels and forms. According to Scott, the concept of 'resistance' refers not only to 
the action which is collective, organized, selfless and has revolutionary consequences; 
but also includes those actions which are individual, unorganized, with self-interests 
as well as without any revolutionary consequences. In this study, I define the coping 
strategies of subordinate nurses towards doctors as a kind of 'resistance'. Even 
though these actions are uncoordinated, they often confer immediate and concrete 
advantages for nurses, and have become a consistent pattern in hospital. Scott's 
(1985) central innovation in 'Weapons of the Week' is his distinction between public 
transcripts ( the open interaction between subordinates and those who dominate) and 
hidden transcripts (discourse that takes place 'offstage', beyond direct observation by 
powerholders) He argues that subordinate's true intentions are always behind a 
13 
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mask of deference. 
In the Office Ladies and Salaried men, Ogasawara (1998) studies the 
everyday office lives and struggles in which office ladies engage. In spite of under 
the discriminative gendered organizational policies, the Japanese office ladies try to 
defend their interests and to wield the informal power by making their services 
indispensable to their male bosses. One point similar to Scott's work is that 
subordinate groups usually disguise their resistance to avoid direct confrontation with 
the superiors. However, in her study, Ogasawara concludes two significant 
differences from Scott's analysis. Firstly, Scott assumes that it is the subordinate 
who fears and curries favor with the dominant. In contrast, Ogasawara finds that in 
Japanese offices, it is men bosses who fear and curry favor with women office ladies. 
Secondly, Ogasawara finds that the office ladies do not engage in open protest not 
because of severe coercion, but is due to the divisive company policies which weaken 
the solidarity of the office ladies. In the lights of both Scott's and Ogasawara's work, 
I would try to examine the interrelationship between subjectivity, resistance, 
compliance, and consent in the daily work process of hospitals. I would try to 
explore the way how the subordinate nurses resist the superordinate doctors, what 
kind of different resistance strategies are employed by women and men nurses, how 
these differences can be explained by their different structural positions within the 
gendered organization. 
2.3 Gender and Organization 
In the last decade, there emerges an extensive literature on Feminist 
critiques of organizational theory. These authors tried to have a new theorizing 
about organizations to account for the persistence of male advantage in organization. 
14 
Chapter 5 
From simply "adding women" into analysis of organizations, we have moved to 
analyse gender as a social construction of sexual differences. Recently, we turn to 
understand gender as an active and continuing process in organizations. As Davies 
(1996) highlights that institutions of work organization are saturated with gender and 
gender is constitutive of organizational relations (p.673). Gender is regarded as an 
organizing principle in organizations 
In her article (1992), Joan Acker points out that gendered processes may be 
open and overt, as when managers choose only men or women for certain positions or 
when sexual jokes denigrating women are part of the culture. On the other hand, 
gender may be deeply hidden in the organizational process. In Acker's word, it is 
called a 'gendered substructure'. She claims that the established organizational 
designs and practices are usually simply assumed to be the best way of organizing and 
as such gender-neutral. Indeed, the gendered substructure is hidden under the cover 
of rationality and is difficult to be recognized. 
Drawing the insights from Acker's perspective, I would try to explore and 
enrich how gender shapes the organizational and occupational practices, while the 
practices reproduce the gender identity, the gender relations as well as the gendered 
structures of hospitals. Based on my data, I would further argue that both women 
and men are suffered within this gendered organization. More importantly, rather 
defining women as a homogenous group, my study reveals that there are divergences 




Gendering Occupations in the Health Care Sector and 
the Gendered Organizational Structure of Hospitals 
This chapter first gives an overview of gender segregation in Hong Kong 
health care sector at a macro level. The doctor profession is dominated by men 
while the nursing non-profession is mainly filled by women. Such systematic 
differences between the types of jobs men and women hold bring about a significant 
consequence to their access to power, prestige, prospects and income. As shown in 
many studies, these two occupational groups are highly interdependent and are 
situated within the same organizational form. The second section would try to 
construct the context of the hospital setting in which these two occupations situated. 
In the light of Acker's theory of gendered organization, I shall outline the gendered 
structure embedded in hospitals in general and City Hospital in particular. The 
processes through which City Hospital is gendered will be examined in the 
hierarchical structure, division of labour, evaluation system, spatial/ temporal 
arrangement and social interactions. 
3.1 Gender Segregation in the Health Care Workforce 
Rapid growth and increasing diversity characterize trend of the Hong Kong 
health workforce in recent decades. The total number of the health workforce rose 
from 56267 in 1989 to over 89900 in 1999 (Hong Kong Medical and Health 
J 
Department 1999). During that period, health services jobs grew by 60 percent, 
compared to 21.4 percent for the total Hong Kong workforce 
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(http://www.info.gov.hk/censtatd/home.html). The growth rate has been more 
significant in the public sector than in the private ones, especially after the 
establishment of the Hospital Authority in 1991. With regard to the rising public 
demands for the quality health services in the era of cost containment, Hospital 
Authority carries out a series of health care reforms, which include the introduction of 
a new management form, the creation of new positions, the redefinition of different 
work nature and so forth. While these reforms have brought about dramatic changes 
on many different fronts of the health system, the pattern of gender segregation in the 
health workforce remains intact. Although a growing numbers of women are 
becoming employed in the health services sector since the 1991 reforms, they remain 
clustered in jobs and positions lower in pay, less prestigious and less autonomous than 
those of their men counterparts (HKSAR Government Press 1996). 
The term gender segregation is used to describe the process of 
differentiation by gender. Gender - typing occurs when an occupation is 
predominantly composed of one gender, with the normative expectation that it is 
appropriate (Carpenter 1977: 191). In Hong Kong, like many other countries^ the 
health services sector has long been gender segregated. Most of the professional 
jobs，such as doctor, dentist and pharmacist are dominated by men while those 
semi-professionals and non-professional jobs, such as nurse and health care assistant 
are populated by women. Such gendered division has been naturalized by the 
f 
1 The patterns of gender segregation in the health services sector have received considerable attention 
from both social scientists & policy makers in many different countries. A lot of researches have been 
carried out lo explore the extent, determinants and consequences of this gendered structure of the 
health care indusUy. For more detailed review see Riska, Eliaime & Katarina Wegar ed. 1993. 
Gender, Work & Medicine: Women and The Medical Division of Labor. London: Sage Studies in 
Inteinational Sociology Vol.44. Drawing on accounts from different countries, all studies in the book 
show a noticeable gender segregation in the health care sector. These collections contribute both to the 
empirical knowledge of the universal and specific features in the health care industiy in different 
countries and to the theoretical development of the existing sociological approach on the topic of 
professions, gender and state. 
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traditional stereotyped perceptions which assumes that men are analytical and 
level-headed, thus meet the demands of the professional jobs while women are bom 
to be nurturing and supportive, thus suit for the caring jobs. Not only do men and 
women segregate into different types of occupations (horizontal segregation), but they 
also locate at the different hierarchical positions within occupations (vertical 
segregation). Men typically locate at the top level of the occupational pyramid 
structure while women usually concentrate at the bottom level whose main duty is to 
support the tier above. These two inter-and intra occupational gender segregation 
forms are interconnected and reinforcing the fact that women are systematically 
situated in the secondary status in the health care industry. 
As stated previously, among all the health care occupations, the present 
study focuses mainly on medicine and nursing. The two which are highly 
interdependent, yet are situated differently in the authority structure. Despite the 
noticeable gendered demarcation between them, more detailed statistics with 
gendered breakdowns on each occupational distribution, income, marital status, 
educational attainment and so forth are not available.�Great effort has been made to 
obtain the related unpublished data from several official centres� and to collect those 
limited statistical data in scattered publications. Drawing data upon these diverse 
sources, the present chapter attempts to demonstrate the significant patterns of the 
medicines and nursing professions in Hong Kong. Figure 1 shows numerical and 
proportional men dominance in the medical professions. The ratio of men doctor to 
women doctor was approximately 8: 2 in the 1980s and by 1996，despite the 
2 The existing statistical data on the medical and nursing professions in Hong Kong are very limited 
and most of them are not broken down by gender. This raises the questions of whose interests and 
ideologies determine the collection and interpretation of such degendered data. These questions are 
important in understanding how gender issues are embedded in the boarded structures of power 
relations. This needs further exploration which is beyond the scope of the present research. 
^The unpublished statistical data presented in ihis thesis are come from the Census and StatisticaJ 
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increasing number of women admitted into medical schools, still remains at about 7: 3 
(Census and Statistics Department, unpublished). In contrast, as Figure 2 shows, in 
nursing, women have massively outnumbered men. During the last three decades. 
Figure 1. The Proportion of Men Doctor to Women Doctor in Hong Kong，1981-1996 
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Source: Census and Statistics Department unpublished, 1981-1996. 
Note: Percentages are calculated by author 
Department, the Hong Kong Hospital Authority as well as the Hong Kong Nprsing Board Council. 
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Figure 2. The Proportion of Men Nurse to Women Nurse in Hong Kong, 1981-1996 
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the proportions of women have been consistently at around 95 per cent while those of 
men only around 5 per cent (Census and Statistics Department, unpublished). Both 
medicine and nursing are said to be gendered occupations, not only because they are 
each predominantly composed of one gender, but also because their job natures are 
constructed in relations to the wider gender stereotypes in our society (Carpenter 1977; 
Walby et al. 1994; Hugman 1991; Riska and 'Wegar 1993). The curing work of 
medicine is identified with masculine attributes of objective, competitive and rational 
while the caring work of nursing is connected to the feminine attributes of nurturing, 
expressive and familial styles of personal interaction (Davies 1995). An insightful 
I 




"Masculinity and femininity must be understood in constant 
reference to each other; they are not separate and complementary, 
rather they wrench apart the diversity and richness of our human 
qualities, assigning the masculine set a privileged status and 
containing, denying and repressing the feminine" (Davies 
1995:21). 
Indeed, the delineation between curing work and caring work is not simply 
a kind of functional arrangement, but also a form of gendered hierarchy stratified by 
status and power in the work setting where nurses (feminine occupation) are placed 
subordinate to doctors (the masculine one) (Walby et al. 1994; Hugman 1991). 
As well as this gender segregation between occupations, there is gender 
segregation within. In the case of medicine, men and women are segregated into 
different specialties, which lead to differential opportunities for attainment of status, 
prestige and rewards between the sexes (Butter et al. 1987: 134-135). Whereas men 
doctors are engaged in a wide range of specialties, women doctors are concentrated 
only in a few, namely pediatrics, child psychiatry, allergy and anesthesiology"^. All 
these are regarded as women's specialties. It is important to note that surgical 
specialties, in which women have the lowest representation, are also those in which 
income and prestige are highest (HK source; Carpenter 1977:202). Indeed, this 
pattern is not unique to medicine in Hong Kong, but is found in other countries as 
well. It is evident that even today in most part of the world a majority of women 
doctors practise only in restricted fields of medicine (Riska and Wegar 1993). 
f 
4 There are two completing explanations for the gender segregation within medicine: the actor oriented 
approach and the structural approach. The former emphases on individual choice and the gendered 
meaning individuals attach to the work they do. It is believed that the differential role expectations 
inculcated in the early socialization of men and women lead to their different choice patterns in their 
medicine career. The latter approach focuses on the structural aspects of occupations and argues that 
the gender segregation within medicine is produced by the structural factors, such as the selective 
recruitment policies, the formal and informal organizational practices, the hospital structure and the 
labour process. Indeed, rather than adopting either an actor oriented approach or a structural account, 
more recent studies now suggest an interaction between these two levels of analysis and try to examine 
the dynamic between them. For a more detail discussion on these two approaches, see Pierce, 
Jennifer L. (1995) Gender Trails. Chapter 1. P. 1-6. Berkeley: University of California Press. ， 
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Interwined with this specialty segregation is a structure of gendered 
hierarchical segregation. As demonstrated in figure 3, by 1999 in the hospital 
Authority, at the intern level (the lowest rank in medicine) the ratio of women to men 
is approximately 4/2: 6/3, but at the consultant level (the highest rank in medicine) the 
ratio of women to men is as much as 1:9. It is explicitly that the higher the rank in 
the medicine career ladder, the smaller the proportion of women there is. Usually, 
women are found in high positions only when they are in charge of other women 
(Crompton 1987:423). The recent legislation of the Sex Discrimination Ordinance, 
indeed, provides no challenge to the long existing 'glass ceiling'^ (Lorder 1997) on 
women doctors. Invisible barriers that are difficult to be legislated away, continue to 
prevent women doctors from those top-level positions. Even to reach those 
middle-level positions, it is reported that women doctors have to spend an average 5 
years more than their men counterparts after achieving the required qualifications 
(Hospital Authority Files). 
Figure 3. The Proportion of Men to Women in Different Doctor Ranks, 1999 
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I 
5 The glass ceiling refers to the invisible barriers that prevent women from reaching ikt p^p of the 
organizational ladder. can only climb up to the middle management level. 
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Moreover, the gender imbalance is reflected in the income gap between men 
and women doctors. In general, women doctors' income are 25 to 30 per cent lower 
than those of men doctors (Census and Statistics Department, unpublished). Their 
distributions in various income levels in 1991 are shown in table 1. Notable is the 
large proportion of women doctors (26%) concentrated in the income range below 
$20,000, in contrast to its small proportion (15%) in the highest income range 
($>80,000). Unlike the distribution pattern of women, a large proportion of men 
doctors (30%) is found in the highest income range, leaving only a small proportion 
(12%) in the lowest income range. Despite the lack of the statistical data for men 
and women doctors' income distribution in the recent years, the comparisons on their 
median monthly income provides evidence for their income differentials. As shown 
Table 1. Numbers and Percentages of Doctor by Monthly Income from Main Employment by 
Gender in 1991 
Monthly income from main employment Gender Total 
Men Women 
< $20000 536 (12.9%) 287 (26%) 
$20000-$39999 632 (15.2%) 213 (19.2%) 
$40000-559999 811 (19.6%) 246 (22.2%) 
$60000-$79999 958 (23.1%) 194 (17.5%) 
$80000+ 1196 (28.9%) 166 (15%) 
Total 4133 1106 5239 
Source: Census and Statistics Department unpublished, 1991 
i 
Note: Percentages are calculated by author 
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Figure 4. Doctors' Median Monthly Income from 
Main Employment (at 96 Price Level) by Gender in 
1986,1991 and 1996 
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Source: Census and Statistics Department unpublished, 1986-1996 
in figure 4’ women doctors' median monthly income are consistently lower than those 
of men doctors and the income gap between them has remained at a fairly constant 
level during the last 15 years. All in all, it is clear that while men doctors control 
most of the top positions and the valued work functions, women doctors are restricted 
only in those marginal roles with lower paid, fewer career mobility and lower 
prestige. 
Similarly, a distinct pattern of gender segregation is found in nursing. 
With different training, all those nurses r^stered in the Hong Kong Nursing Council, 
can be mainly directed into two different types (registered nurses and enrolled nurses) 
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and two different streams (general stream and psychiatric stream). Each stream is 
comprised by both registered nurses and enrolled nurses. Whereas the main duty of 
the general stream, which comprises almost 90% of the total nurse workforce, is on 
the bedside caring in maintaining patients' general well being, that of the psychiatric 
stream focuses primarily on the counseling aspect in developing patients' self 
management of their own psychogenic responses and behavior (Shatin Hospital 
Internal Document, unpublished). Such differences on the work nature contribute to 
legitimize a gender division between the two streams. On one side, the work in the 
general stream is regarded as similar to those of housework and is stereotypical!y 
perceived as "women's work" (Choi and Lee 1997). On the other side, the work in 
the psychiatric stream emphasize much on the supervisory ability of the nurses in 
maintaining the discipline of patients which is said to be consistent with the 
masculine attribute of being commanding. It is considered as "men's work" as it is 
believed that men are better equipped than women to handle those violent or 
dangerous situations at work (Christine 1995: 153). All this explained why the 
former stream is crowded with women nurses (94%) but is underrepresented by men 
nurses (6%) while the latter stream comprises a more balance ratio between women 
and men nurses (1.5:1) (Hospital Authority, unpublished). Indeed, the work 
performed in the latter stream (masculine work) is valued much higher than those 
performed in the former one (feminine work) and it is found that given the same 
seniority, psychiatric nurses are rewarded one more point (about 1800 dollars) than 
general nurses according to the Hospital Authority Staff Salary Scheme (Hospital 
Authority 1996). Within the general stream, men nurses are believed to be more 
technically proficient and more competent decision makers (Christine 1995:146). 
They are almost always assigned to the intensive care unit and the orthopaedics unit 
in which work demand heavily on the exercise of the medical equipment and on the 
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decision-making ability of nurses in the urgent moment (Library Files). Different 
from the feminine caregiver role in other units, the nursing roles performed in these 
two units are defined as masculine and professional. 
Yet not only have men nurses dominant in these most prestigious and best 
paying specialties, it also appears that men nurses have always featured heavily in 
those top positions of the career ladder. It is seen that within the Hospital Authority, 
which is the largest employer of nurses in Hong Kong, there are proportionately more 
men in administrative positions in nursing than women (table 2). Men nurses, like 
men doctors, always hold the authority and control the resources in the workplace. 
In the contrast, the bottom tier of the hierarchy (enrolled nurses), where the jobs are 
dead-end and insecure, is predominated by women nurses (about 92% of the enrolled 
nurses are women) (Hospital Authority, unpublished). Concisely, the nursing 
hierarchy is stratified by both occupational rank and gender. In the old days, nurses 
are promoted to a higher level according to their seniority. Those women nurses 
who have succeeded to climb up to the top positions, are always of gray hair. Aging, 
in our culture, helps to legitimize women's claim on authority and prestige by 
associating with motherhood (Mauksch 1967:131). However, recently, prior to 
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Table 2. The Proportion of Men Nurse to Women Nurse in Different Ranks, 1999 
Ranks Women Nurse (%) Men Nurse (%) 
SNO and above 0.52 1.90 
DOM 0.92 2.82 
WM 3.85 5.79 
NS 1.09 1.27 
NO 11.98 16.99 
RN 57.37 54.72 
EN 24.29 16.50 
Total 100.01 99.99 
Source: Hospital Authority unpublished, 1999. 
Note: Percentages are calculated by author 
Table 3. Numbers and Percentages of Nurses by Educational Attainment by Gender in 1996 
population by-census 
Educational attainment Gender 
Men Women Total 
lower and upper secondaiy 1649 (41.4%) 12173 (46.3%) 13822 
sixth form 791 (19.9%) 4058 (15.4%) 4849 
non-degree course 674(16.9%) 6841 (26%) 7515 
degree course aiid above 869 (21.8%) 3230 (12.3%) 4099 
Total 3983 (100%) 26302 (100%) 30285 
Sources: Census and Statistics Department unpublished, 1996. 
Notes: Percentages are calculated by author 
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seniority, the levels of educational attainment has been institutionalized as the most 
crucial factor within the nursing promotion criteria and this brings out two significant 
consequences. First, since men nurses in general are better educated than women 
nurses (refer to table 3), it is expected that more men nurses would be advanced to the 
top tier in the near future. Second, even to those more educated women nurses, 
vertical advancement is not without problems. Since vertical advancement is no 
longer through tenure and aging, thereby these better educated women can reach the 
top tier in a younger age than those in the old days. However, the fact of a 'younger 
,age，not only gives no admiration to women as it gives to men, but it also threatens 
the authority of women nurses, which has been previously legitimatized by the 
association with motherhood. In addition to the challenge from another gender, 
these newly promoted young women nurses are also subjected to challenges from 
those older ages but less educated women nurses in the lower ranks. All these limit 
the influence of women at this level on the organizational policies and practices. In 
this way, to a large extent, the existing gender relations and the gendered hierarchy 
are produced and reproduced. 
In general, men nurses earn a higher median monthly income than women 
nurses. In 1996，the median monthly income for men nurses is $22000, compared 
with a median monthly income of $19000 for women nurses (Census and Statistics 
department, unpublished). This income discrepancy is the result of the different 
specialties and different positions held by men and women. More significant, this 
gendered income gap further reinforces the superiority of men over women. 
From the above accounts, it could be concluded that men are always 
dominant over women and women are subordinate to men, whatever the occupations 
held by each. No matter in the masculine occupations or in the feminine 
occupations, men always secure in the primary sector where jobs are of more prestige 
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Status, better paid structure, greater advancement opportunities and greater job 
stability while women concentrate mainly in the secondary sector where jobs are of 
lower status, lower paid structure, shorter career ladder and greater job instability. 
Indeed, this dual structure both reflects and reproduces the existing gender relations 
and gender inequalities of the wider society (Hugman 1991: 176-180). Recent 
studies now suggest that these occupational groups are not separate or isolated but are 
tightly interconnected within the same organizational form (Mills and Tancred 1992; 
Smith 1997). It is in such light that the next section would provide an account on the 
context of the hospital setting in which these occupations situated. It would 
highlight how gender is organized in the organizational processes and how this 
sustains the asymmetrical gender relations in turn. 
3.2 Hospital Setting: A Gendered Organization 
With the development of medical technology, the delivery of health care, 
which was previously carried out in patient's home or in doctor's office, has been 
institutionalized within the organizational form as hospital, where the health care 
work process is accomplished by the complex cooperation of many different but 
interdependent groups (Cockerham 1986: 200-204; Georgopoulos 1977: 9). 
Throughout the 20th century, as widely noted in literatures, the health care sector in 
most of the modem societies, have experienced a period of enormous expansion and 
more and more health care work have been channeled into hospitals (Brannon 1994; 
Walby et al. 1994). Since most doctors, nurses and auxiliary personnel are now 
employed and work in hospitals, an exploration of the power dynamics among these 
I 




As a type of formal organization, hospital is in many ways similar to most 
other organizational forms, but at the same time it also exhibits several distinctive 
features. During the period of 1960s and 1970s, there has been a burgeoning 
literature on hospital studies, from which many new concepts that are significant to 
organizational analysis have been developed (Georgopoulos 1977; Freidson 1963). 
There is no doubt that Weber's model of bureaucracy is insightful in capturing most 
of the salient features presented in many different complex organizational forms. 
His notion of an ideal type bureaucracy is characterized by hierarchical authority, 
division of labour on the basis of specialized competence, systematic rules and . 
impersonality. Central to Weber's theme is that bureaucratic authority is rested on a 
rational-legal foundation, where the exercise of power is limited and justified by 
appeals to impersonal rules and bureaucratic positions, without regard to the personal 
characteristics (Dingwall and Lewis 1983; 2; Scott 1992). However, as pointed out 
by Harvey.L. Smith (1955) and Mary E.W.Goss (1963), the presence of professions in 
bureaucracy poses an analytical problem to Weber's model. Far from condoning the 
stated hierarchical authority structure in bureaucracy, professionals expect to be 
autonomous and self-directing within the limits prescribed by themselves, subject 
only to the constraints of competent knowledge (not official positions). Usually, 
advice instead of command and order is given to the lower positions (Goss 1963; 
Freidson 1986). Unlike the one line bureaucratic authority of Weber's model, Smith 
(1955) points out that hospital is characterized by two lines of authority: that is 
bureaucratic authority and professional authority.^ In essence, professional authority 
6 Distinctions between bureaucratic principle and professional principle are clearly outlined in Amitai 
Etzioni's work (Etzioni, Amitai. 1964. "Administrative and Professional Authority." Chapter 8 in 
Modern Organizations. Englewood Cliffs, NJ: Prentice-Hall, Inc.). Even though these two 
principles are antithetical in nature, a number of empirical researches reveal that there is somewhat 
more room for mutual adjustment of them than has generally been supposed. For an extensive review, 
plekse see Pavalko，Ronald M. 1988. Sociology of Occupations and Professions, pp. 195-201. Itasca, 
Illmois:F.E. Peacock Publishers, Inc. See also Goss, Maiy E.W.. 1963. "Patterns of Bureaucracy 
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is rested on formal knowledge which would then be transformed into practices in the 
work process (Freidson 1986). Undoubtedly, these studies provide us much insight 
in understanding the way how authority is legitimized and is exercised within the 
specific arena of hospital. 
However, these gender-neutral approaches do not tell us who control the 
organizational resources, who define the work content, who fill the positions within 
hospitals or whose interests strategic plans may serve. As mentioned in the previous 
section, in the health care sector, most prestigious and well-paid positions are filled by 
men while most dead-end and support positions are held by women. Indeed, like 
most other organizations, hospitals are deeply structured by gender (Mills and 
Tancred 1992; Acker 1990; Halford, Savage, and Witz 1997). This means that 
"gender is a constitutive element in organizational logic" (Acker 1990; 147), and 
this has significant consequences on both men and women working within hospitals. 
In order to better understand how hospitals function and how the power structure 
operate within there, it is important to understand the processes through which 
hospital are gendered first. 
Indeed, only recently has there been a convergence of gender and 
organization, the two which have long been considered as separate fields of inquiry 
(Martin 1998; Acker 1998). An illustration of this approach has been recently 
articulated by Joan Acker (1990; 1992). In her article. Acker (1990, 1992) provides 
a clear account of the ways in which gender relations are embedded within both the 
organizational process and organizational structure. Acker (1990) claims that: 
To say that an organization, or any other analytic unit, is gendered 
means that advantage and disadvantage, exploitation and control, 
I 
among Hospital Staff Physicians." Pp. 170-94 in The Hospital in Modern Society, edited by Eliot 
Freidson. NY: The Free Press. In her paper, Goss argues that there are structural mechanisms that 
serve to reconcile the potential conflict betweeti l)ureaucratic standards and professional norms. She 
terms such kind of organizations as "advisory bureaucracy". 
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action and emotion, meaning and identity, are patterned through 
and in terms of a distinction between male and female, masculine 
and feminine. Gender is not an addition to ongoing processes, 
conceived as gender neutral. Rather, it is an integral part of those 
processes, which cannot be properly understood without an 
analysis of gender (P. 146). 
Acker further suggests that organization has a 'gendered substructure'. That 
means the social practices which constitute 'organization' are rested on certain 
gendered processes and assumptions. Indeed, the gendered substructure is hidden 
under the cover of rationality and is difficult to be recognized. However, based on 
the work of Scott (1986), Acker highlights some significant aspects for empirical 
investigation. Empirically, it is vital to study the construction of male and female 
jobs’ its relations to the symbols and cultural images deployed within organizations, 
the interactions of male and female employees as well as the identity and value of the 
workers themselves. Although these five gendering processes are analytically 
distinct, they are in practice parts of the same reality (Scott 1986). In the light of 
Acker's work, the following would try to outline the gendered substructure 
characterizing hospitals in general and City Hospital in particular. 
Different from the tree-like organizational pattern found in most 
bureaucracies, the organizational form of hospitals resembles a comb. In this sense, 
hospital is characterized by a complex form of hierarchies, in which various 
departments are horizontally aligned (comb-like) rather than a straight single 
hierarchical line (tree-like) (Mauksch 1966). While the various departments have 
their own hierarchical lines within, they also constitute together to form an overall 
pyramid structure in which professional groups are placed on the top of 
non-professional groups. In general, the top stratum includes doctors and 
I 
consultants while the bottom tier contains nurses, health care assistants and porters. 
As many studies point out the professional tier on top is predominantly male and the 
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non-professional tier below, whose main duty is to support members above, is 
predominantly female (Butter et al. 1987; Riska and Wegar 1993). In this way, 
hospitals, like most other professional organizations, are stratified by occupational 
status and by gender. 
Hierarchy and Division of Labour: Organizing Gender Patterns in Resources 
Distribution 
At the City Hospital, there is also a distinctive gendered structure of both 
hierarchy and division of labour. The top stratum, which includes doctors, 
consultants, chief of services and hospital chief executive, is heavily dominated by 
men (90 percent) (City Hospital internal document 1999, unpublished). Indeed, all 
the members in these groups have been doctors now or before. They all share the 
same professional membership. One of the significant features observed here is the 
free movement of doctors within the otherwise structured hospital's hierarchy. 
Instead of going through formalized/bureaucratic channels, they are free to relate 
personally to the administrator on the level of administrative policies and procedures. 
They can also move directly to all other department heads as well as to the front line 
workers. Indeed, this reveals not only the autonomous status of doctors but also the 
dominant position of medical professions in the hospital's hierarchy. 
In a more detailed examination, doctors can be further differentiated by 
specialty. More importantly, as mentioned in the previous section, specializations 
within the medical profession are explicitly gendered. Though, today women enter 
medical profession in many countries in large numbers, they still only concentrate in 
those classic women's specialties, such as obstetrics and gynaesology, paediatrics or 
I 
family medicine. However, the specialty of orthopaedics, neurology and cardiology, 
which are higher-paid and more prestigious, are still men's provinces (Lorber 1997). 
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At the City Hospital, without exception, there also finds a pronounced gendered 
pattern across the medical specialties. By and large, City Hospital provides a wide 
range of specialist services, including Geriatrics, Internal Medicine, Orthopaedics and 
Traumatology, Psychiatry, Oncology, Radiology, Endocrinology, Diabetes and 
Metabolism, Neurology, Respiratory Medicine, Rheumatology as well as Urology. 
Indeed, all these specialties, except the field of Internal Medicines are heavily men 
dominated (about 80% are men in each of these specialties). This is especially true 
for the team of orthopaedics and traumatology, which is almost entirely made up of 
men (City Hospital Internal document 1999, unpublished). 
Indeed, to the extent that the apprenticeship system and the protege system 
are still monopolized by men doctors to secure their own interests, it is still very 
difficult for women doctors to get into these men specialties (Tarn 1999; Witz 1992; 
Pringle 1998). It is only in those traditional feminine specialties or those newly 
developing specialties (such as community medicine) can women find their places. 
Dr. Elsie Hui's experience just right illustrates how women are excluded 
from the portals of entry into the Orthopaedics specialty. Heave a sigh, Elsie tells 
her story, 
"My elder sister, Daisy, is also a doctor. She has also worked in 
City Hospital for nearly 5 years. It's only after she has given birth 
to her second child that then she resigns from City Hospital and 
goes into private practice. She always sarcastically says. To a 
certain extent, we (women doctors) just like beggars, can't be 
choosers. We are always reminded we are not meant to be in the 
profession, but we have been really lucky to be admitted as 
members of that profession, thus we should be grateful for what is 
offered to us... even if it's not what we want or expect.' Though 
my sister topped Part I (an examination which any aspiring 
specialist must pass before being accepted on an approved training 
program), she has been subjected to scrutiny rather than praise. 
Her academic result is regarded as a sign of bookishness. Her 
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senior believes women are always academic achievers but are not 
successful surgeons. Whenever complication occurs, the senior 
would say Daisy does it... even she hasn't been there. When my 
sister passed Part n (clinically based), her senior frankly tells her 
that he does not want women to be his registrar. Eventually, my 
sister is offered a place in pathology. Even though she justifies it 
to herself that it would be good for her family life since it was a 9 
to 5 job, I know it is regret in her life for failing to be a surgeon. 
Like my sister, I'm also interested in orthopaedics. When I was 
an intern, I try to better equip myself and show my enthusiasm by 
turning up for 6a.m. ward rounds that I was not required to attend. 
After I have completed the 3 years basic training, I approach the 
orthopaedics unit head and recommend myself to be a trainer. He 
declines and says 'Personally, I quite appreciate your work 
performance. But, to be honest, I don't think women are suitable 
for orthopaedics or the vice versa. As you know, to hold up heavy 
limbs for long hour operation requires much strength endurance 
and tenacity. This is too harsh for women, especially when 
getting older and having children. It is not good both for you and 
patients. Why don't you do hand surgery or ... that's delicate.' I 
strongly express my will and ensure him that I'm not intend to 
have children. He continues，'Try to think about it.，Though I'm 
a bit hurt, I still keep on smiling and express my thanks for his 
advice. Not to incite conflict with colleagues, especially the men 
senior, otherwise one's career life would be much more terrible! 
Realizing that I can't go into the orthopaedics team here, I decide 
to look for another hospital. Yet, a few days later, Raymond, the 
orthopaedics unit head in City Hospital tells me that they now 
agreed to give me a place in the orthopaedics team. Later I find 
out the reason why they recruit me. Since one of their boys has 
broken his legs and is on leave, they have to recruit someone to 
maintain the labour force. All this is not the end of the story but 
is just the beginning ... Besides the heavy clinical workload, I 
have also put much extra effort to make men feel comfortable with 
me. Now, some of my senior are proud that they have fostered a 
successful women surgeon." 
( 
From this account, it is clear that even though Elsie has succeeded to go into 
the orthopaedics team, different types of barriers are still persisted. Indeed, most 
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women doctors are just like Daisy who has been denied access into these men 
specialties at the very early stage. 
By contrast, the non-professional stratum at the City Hospital is 
predominantly women. This stratum, comprising of nearly 80 percent of total 
workforce at the City Hospital, includes nurses, health care assistant, porters, ward 
general clerks and workmen. Of these employees, almost nearly 85 percent are 
women. Nursing, the largest group in the City Hospital, is even almost entirely 
made up of women. Out of a total nursing workforce of 376 in 1999, 95 percent are 
women (City Hospital internal document 1999, unpublished). 
In her book entitled "Still a Man's World", Christine L. Williams (1995) 
criticizes Moss Kanter's theory of tokenism^ in failing to account for the very 
different consequences of minority status for women and men. By studying men in 
four women dominated professions, Williams reveals that in contrast to token women 
who are always subjected to various forms of discrimination and marginalization, 
token men are likely to be positively evaluated and to be rapidly promoted to 
positions of greater authority. Indeed this phenomenon is explicitly reflected on the 
nursing hierarchy of the City Hospital as well. It is seen that in City Hospital almost 
nearly 67 percent of men nurses concentrate at the top three rank of the nursing 
pyramid, even though men nurses never constitute more than 5 percent of the total 
nursing force there. At the top, there is the rank of department operations manager 
(2 men and 1 women), then is followed by ward manager (4 men and 10 women). 
Just below these is nursing officer (6 men and 29 women). Then the next lower rank 
is registered nurse (3 men and 87 women), which is followed by enrolled nurse (1 
7 Kanter (1977) bases her theory of tokenism on a study of women in a major U.S. Corporation and 
she argues that the members of any social group will be discrirainated against and margimlized if their 
group makes up less than 15 percent of an organization. In this sense, the theory of tokenism is 




men and 193 women). At the bottom, there comes the nursing pupil (2 men and 38 
women) (City Hospital internal document 1999, unpublished). Indeed, the 
interviews with both men and women nurses further reveal how token men nurses are 
better treated and are more positively evaluated than their women counterparts. In 
theory, every nurse could have the equal opportunity to achieve a higher position by 
obtaining the required academic qualification and seniority regardless of one's gender. 
However, in reality, this is not the case. As revealed in interviews, men nurses are 
always given more support and opportunity for advancement eventhough their 
qualification and seniority are surpassed by their women counterparts. While more 
than half of the men nurses (7 out of 12) in the top three rank have yet to complete 
their university degree, a great number of women nurses (about 50) with university 
degree and longer seniority still remain at the entry level (City Hospital internal 
document 1999, unpublished). When I ask Ms Li, one of the department operation 
managers, about this, she says, 
"These days as more emphasis is given to 'professional', people 
regard qualification and seniority even more highly. When we 
promote somebody, however, we must also take into account other 
factors. Naturally every time you are promoted one notch, your 
responsibility increases accordingly. You must have a higher 
sense of contingency and show leadership skills. As you have 
witnessed in this morning, the nurses at ward 6AB quarreled with 
their ward manager about the shift arrangement. Some 
troublemakers even take leave collectively once their preference 
are not given. Frankly, if the ward manager had turned out to be 
one with an air of authority, it wouldn't have happened. When 
Alex (the former ward manager at ward 6AB) was still around, 
they were all very cooperative." 
I ask “ Why is that so?" 
I 
/ 
She adds, “ One possible explanation is that a male figure projects 
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off a feeling of seriousness, and a sense of propriety. No one 
dares provoke him. I’ m not saying that a woman doesn't have a 
sense of propriety. They seem to lack an aura of authority. As a 
matter of fact, in order for an entire ward to function, you must get 
them to follow your instructions; quality of leadership is crucial. 
Moreover, every day there are so many incidents cropping up in a 
hospital. Anyone bearing the title of nursing officer or ward 
manager must know how to make split-second decisions. There 
cannot be room for hesitation. From my experience, men tend to 
fare better than women in this regard. Most of them are 
cool-headed. They have more confidence, too. They will not 
easily become emotional. By saying this I'm not holding it 
against women. My experience tells me. There is one other 
thing. The yearly average of men nurses taking sick leave is far 
less than that of women nurses. This helps to ensure the 
launching of large-scale year plan. There have been incidents 
when women nurses taking material leave and thus leaving us 
unable to flilly utilize available resources..." 
Ms Li's account tells not only that men are always believed to be 
responsible, authoritative and leveled-headed, but also that men can often substitute 
these masculine traits as alternative qualifications for those required credentials. 
Moreover, it is found that even within the same rank, men nurses are more 
likely than their women counterparts to be drawn into those more prestigious and 
better-paying specialties, which mainly include the psychiatric and orthopedic nursing. 
At the City Hospital, there are almost nearly 70 percent of men nurses are recruited 
into the psychiatric specialty and nearly 30 percent of them are assigned to the 
orthopedic specialty. Comparatively, there are only 7 percent of women nurses in 
the former specialty and around 6 percent of them are in the latter specialty (City 
Hospital internal document 1999，unpublished). Indeed, the preference for 
masculine qualities and the sex-stereotyped perceptions have been deeply rooted 
f 
among the management level. Joe, another department operations manager, justifies 
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his rationale on these gender-based job assignments in the following words, 
“There is never any written rule regarding the ratio of men and 
women nurses in particular specialty.. Never. It is by traditional 
practice that we allocate more men nurses to orthopedic, 
psychiatric and emergency units. I think it is rather based on 
practical need as these units demand more on the physical strength 
and technical proficiency of the nurse. Men nurses would be 
more suitable. In my twenty-odd years' experience as a nurse in 
more than a dozen hospitals, this is the pattern I see. And 
naturally, I adopt this pattern in allocating men and women nurses 
in different specialties." 
Apparently, this gender-based staffing pattern has already been routinalized 
into the standard organizational practices, which are then seen as natural and 
inevitable. 
Evaluation System: Producing and Reproducing Asymmetrical Gender Relations 
Indeed, both gendered hierarchy and gendered division are produced and 
reproduced by the evaluation system. At the City Hospital, as many other hospitals 
under the Hospital Authority, the performance of staff is assessed by a systematic 
evaluation procedure. However, the previous conversation of Ms Li and Joe (the 
department operation managers) revealed that in the recruiting and promoting process, 
the decision makers, whether intentionally or not, always assign men and women to 
different positions and specialties due to their sex-stereotyped perceptions. Women 
are perceived as being suitable only for certain jobs, and men for others. Indeed, 
such gendered perception is permeated into the evaluation system, which in turn 
sustains the hierarchical structure of gender relations between organizational and 
occupational members. 
This gendered value system is further reflected in the practices of annual 
assessment. Doctors, as a male dominated profession, are evaluated more seriously. 
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Their SDR (the annual review files) are composed of numerous pages with detailed 
and comprehensive assessment criteria concerning their professional knowledge, 
clinical experience and expertise. Whereas the evaluation of nurses, as a female 
dominated and non-professional occupation, are not taken seriously. Such kind of 
gendered practices are even more obvious along the hierarchy, whatever the 
occupations are. In contrast to the detailed explanation to the grade men doctors 
obtained in the SDR, many women doctors tell me that they have not been given any 
explanations. They would only have a look without any discussion on the comments 
given. Similarly, men nurses are always given more advice or encouragement in the 
SDR than their women counterparts. The individuality of women nurses is always 
undermined. Mr Leung, one of the Department Operation Managers tells me that he 
cannot evaluate every women nurse in detail since he is not able to distinguish among 
them. He adds, 
"Giving grade Cs to women nurses is the most common practice. 
I would have to write reports if I give out extremes like As or Es." 
This shows the fact that no one considers assessments on the women nurses' 
performance significant. An individual nurse is regarded as one of the "girls" in a 
group but not an identified, named individual. Their names are never officially 
recorded even if they have done most of the work in multi-discipline projects. 
Evidently, these seemingly gender neutral evaluation practices have masked 
significant inequality between men and women, and between professionals and 
non-professionals. 
Spatial and Temporal Arrangements: Defining Gender Symbols 
The asymmetrical relationships between the predominantly men and 
predominantly women, professional and non-professional strata are also implicated in 
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the spatial and temporal arrangements in the City hospital. As Goflfman's concept of 
'spatial deference' suggests, the differences in status can be measured by the physical 
space one is granted (1956). By incorporating gender analysis, this study finds that 
nurses, the predominantly women tier, at the bottom of the City hospital are allowed 
much less space and privacy than doctors, the predominantly men stratum at the top. 
The offices of senior doctors are located in large comer offices at the highest floor 
with a wide-angle harbor view. Their offices are well adorned with personalized 
decorations and are equipped with the latest computer models and adequate medical 
equipments. Certificates and awards are displayed on their desks. Even though the 
size and furnishings of doctors' offices diminished down the hierarchy, the 
possessions of these private rooms distinguish them from the great majority of 
non-professional staff. 
By contrast, in the women dominated strata of nurses, office space and 
privacy is limited. The majority of nurses, except the three DOMs, have to share a 
few desks in an open space without any partition. As Foucault's (1977) description 
of the panopticon designed to allow maximum surveillance of prisoners in their cells, 
the layout of the ward places nurses on a constant display. All their daily activities 
can be easily observed by their supervisors, colleagues and patients. As their 
privacy is denied, not only that their labour process is tightly controlled, their 
personal appearance is also closely monitored. Jenny, the manager of ward 7CD, 
always reminds her subordinate nurses by saying, 
"You must trim your nails, keep your dress long enough, tie your 
hair tidily..." 
Once a junior nurse dyed her hair brown, Jenny was annoyed and warn her 
in front of other nurses. However,, such appearance monitoring is gender-specific; it 
does not apply to men nurses. 
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Stereotypical gender images and professional symbols of doctors and nurses 
are found in the posters or signs hanging on the walls inside the City Hospital. Men 
doctors, holding a stethoscope in the pictures, are always portrayed as a professional 
with analytical objectivity, coolness of mind and intellectual power. In contrast, 
women nurses are depicted as men doctors' assistants doing preparation work, which 
involves caring, nurturing and supporting. All these visual images express the 
superiority of masculine attributes, reproducing relationships in which the power of 
men over women is sustained. 
Indeed, this gender power constellation can also be shown in the unequal 
privilege of freedom of movement within the hospital hierarchy. Doctors, as 
men-dominated professionals, can enjoy greater freedom of movement in the 
communication with both department heads and front lines without going through 
formalized layers. In contrast, nurses, due to their occupational obligation, are 
confined to both their respective wards and a rigidly routinalized schedule. I was 
surprised by the daily practice that the nurses have to report every detail of their 
whereabouts even when they leave the ward to washrooms. All these spatial and 
temporal arrangements have deprived them of independence and autonomy. 
Norms of Social Interactions: Constructing and Reconstructing Gender 
Boundaries 
Gender boundaries are also constructed and reconstructed in the social 
interaction. In her book titled Gender Trials, Pierce (1995) finds that there are 
restrictions on social intercourse between attorneys and their women assistants in 
many ways (1995: 36-37). As in the City Hospital, rigid norms prohibiting social 
I 
interactions exist between doctors and nurses. Seldom do doctors mingle with 
women nurses in social gatherings such as having meals or outing together. The 
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arrangement in the staff canteen separates the doctors and nurses physically and 
symbolically. Doctors have their reserved areas separated from nurses, which marks 
the superior status of doctors. Interaction rarely occurs between the two sides, and if 
it occurs, it is usually initiated by men doctors. As I observe, their interactions carry 
sexual rather than intellectual connotations. 
At the same time, restrictions on social interactions are found between men 
and women doctors. As suggested by Kanter's (1977) concept of "boundary 
heightening", the dominant members of an occupation always exclude the token 
members by exaggerating their differences.. It is often the case for women doctors in 
this study. Wendy, a young women doctor tells her experience in the doctor's study 
group, 
"I've joined the study group for a short period of time. But I've 
quitted now because I never gained any support nor developed a 
sense of belonging in the group. I felt being alienated in the 
discussion with the men doctors. I also felt uneasy when they talk 
about some sexual topics." 
Many women doctors interviewed have the same experience as Wendy. 
They are not only excluded from the men doctors, but that even when they are 
included, they do not felt that they belong to the group. 
On the other hand, men nurses often set themselves off from their women 
counterparts. To maintain their masculine identity, they try to detach themselves 
from those women's social activities. Instead, they create bonds with men doctors 
by playing sports together, going drinks after work and making flin of talking about 
sexual topics. During tea time, I often see men doctors and men nurses sitting on the 
sofa to chat with each other. Their conversation usually involved sexual humour 
even when women are present. .Indeed, the way men and women interact are 




From the above account, the complex interplay of gender and profession is 
the central organizing principle in hospitals. The gendered structure of hospitals 
embodies dominance and subordination in a way that the distribution and execution of 
formal power is well-defined. As women nurses are systematically situated in a 
marginalized position, why are there rooms for them to counteract the superiority of 
doctors (men professional), are there any differences in the men and women nurses' 
strategies due to their different structural positions, are they successful in exerting, 
their influence? What makes the doctors hesitate to exercise their authority and by 
what means the men and women doctor use to get the nurses work? How gender 
relations -between organizational and occupational members are shaped and reshaped 






Resistance of Nurses 
As perceived in the previous chapter, nurses, especially women nurses in 
the lower rank of the occupational hierarchy are subject to various forms of 
subordination. However, in examining the daily work process in City Hospital at 
micro level, it is found that nurses, as a women dominated occupation, can access to 
informal means of control to exert significant influence on doctors, a male-dominated 
profession. Behind the mask of deference and concession of nurses is the force of 
resistance, which has enormous manipulative effect on doctors and can be as 
powerful as to jeopardize doctors' professional image. A theory of resistance is 
described in the book, "Domination and the Arts of Resistance," by James Scott, an 
analyses of resistance shows that there is a distinction between public transcripts 
(open interaction between subordinates and those who dominate) and hidden 
transcripts (discourse that takes place "offstage," beyond direct observation by power 
holders) (Scott 1990). Nurses, being active agents, can negotiate in the process, 
reinterpret their situation and even make use of their resources to their advantage 
through various strategies of resistance. This chapter focuses on the strategies of 
resistance employed by the women and men nurses respectively in City Hospital. 
Instead of organizing an open and collective revolt, nurses are engaged in strategies of 
everyday resistance to counteract doctors' authority. By carrying out these strategies, 




4.1 Resistant Strategies of Women Nurses 
Mothering 
In the hospital organization, nursing work is generally defined as 
non-professional due to the stereo-type that a nurse’ primary role is mothering and is 
not professionally accepted. However, ironically, by performing mothering they 
re-define their roles as necessary and important (Pierce 1995). It is observed that 
front line nurses are able to gain access to various means of control by reversing their 
submissive role and actively performing "mothering", which involves giving 
emotional support, everyday caring and maintaining discipline. 
This type of social-psychological strategy become noticed when I sit in on 
"vent" sessions that nurses' have when doctors were not present, primarily during 
late-night shifts. In these group sessions, men doctors are commonly labeled and 
degraded as egotistical morons, lowlife tyrants, robots, and workaholics with no 
etiquette. But what comes up with equal assertion was the tendency to describe 
one's job as a nurse as "mothering," or watching over kids. One women nurse is 
even regarded to as Dr. Li's "Second Mother". One of his assistant nurses comments 
on Dr. Li, 
"He is like a little boy at his first day of pre-school. He needs. 
Jenny (a Registered Nurse) to follow him everywhere such as 
doctor conferences, patient check-ups, x-ray reviews etc. It 
makes him feel more secure and comfortable as if he was 
accompanied by his mother to his first day at school.“ 
The parody of "mothering" serves as a psychological function: It reverses 
the asymmetrical relationship between the men doctors and the women nurses. The 
highly educated and powerful men doctors become the powerless, helpless, 
I 
ineffectual, dependent infants, whereas these women nurses become the capable 
mothers. By criticizing and making fun of their superiors, they feel superior, 
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knowledgeable and more capable. It also serves as an ironic twist on the doctors' 
assumption about "mothering". 
The first way of performing "mothering" is by giving emotional support. 
It involves redefinition of the doctor-nurse relationship in an emotional tone. Many 
of the women nurses I interview admitted that the way they treated men doctors 
varied according to their feelings about the doctor. When I asked Ms Chen, one of 
the senior nursing officers, about this, she says, 
"Working here in the hospital can sometimes be very stressful and 
mentally challenging. Sometimes being on call 24 hours a day 
and having to quickly-, respond to emergencies at a split second can 
be emotionally draining. I can understand some of the pain that 
some of the doctors go through. Sometimes if I see a doctor who 
had a rough or stressful day, I may try to talk to him and listen to 
what he has to say and offer advice if possible. Because if I were 
in the same situation, I would want someone to listen to me as 
well." 
I ask, "Do you help all the doctors like this?" 
She adds, "Well honestly I can only feel for those doctors who are 
considerate, and nice to others in our staff. I find that mainly the 
"good" doctors are the only ones who work hard and have a better 
understanding of patients care as opposed to those doctors who are 
lazy and inconsiderate. If I see a doctor whom I know has a bad 
reputation in the hospital feeling down I can't seem to feel any 
remorse for him. Actually sometimes I think if he was nicer to 
most of the staff he wouldn't have such a bad day." 
Ms Chen's account tells not only that nurses show sympathy and concern to 
those doctors they favor, but also that they tend to have a pre-image of those doctors 
they dislike and exclude them emotionally. 
The second way of performing mothering, which comes as behavioral, 
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involves actually taking care of doctors' daily activities. Nurses accomplish this in a 
number of ways. Some talk to man doctors as they might talk to 4-year-olds, some 
phrases are heard are: "Did Dr. Li forget his stethoscope today?" "Did little Richie 
forget to comb his hair before coming to work?" Other nurses would pin reminding 
notes in their office notice board or attach small messages to the doctors' organizers 
or on their lab coats: "Don't forget the staff conference at 8:00a.m tomorrow." "Sign 
these forms for your field work." "Patient no. 8276764 would like to reschedule the 
date of her medical follow-up, please confirm with her." 
In City Hospital, housemen are often given the title "Sun Ding" (which in 
English translates to "New Baby"). These new young doctors are considered the 
"newest babies of all" because they often have not only to be trained in the basics of 
standard procedures in the hospital, writing brief reports, but in social etiquette as 
well since many of them have never really held full time jobs. On the contrast, 
many nurses, especially senior nurses have more experience in the social field of the 
hospital, they understand many of the common norms that are followed in the hospital 
organization. Their guidance is essential for new doctors to adapt to the new 
environment. Beside, nurses are obliged to stay in their assigned wards all the time 
whereas doctors' presence in the wards is only temporal. Nurses are more familiar 
with the ward settings and norms in a particular ward. Therefore, nurses can offer 
substantial help for doctors, especially new doctors to deal with complicated 
administrative procedures such as borrowing equipment from another ward. Their 
daily assistance is crucial for doctors to gain access to resources efficiently. It puts 
the doctors in a state of childlike dependence that nurse's refosal to take care of them 
practically can paralyze a simple task. 
t 
Senior nurses are in a raore favourable position to negotiate with doctors 
and monitor their conduct when they do something unreasonable. In one morning 
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walk-round. Dr. Yuen asks May, a registered nurse to carry out a series of medical 
procedures for a patient. But what he orally tells her misses out some steps, which is 
included in his written instructions. When Brenda, another registered nurse who 
takes over May's duty during night shift, she was confused. Then she calls Dr. Yuen 
directly to make things clear. He does not admit his mistake even after Brenda's 
clear explanation of the situation. He even blames all nurses for their incapability to 
follow simple instructions. Feeling frustrated in Dr. Yuen's unreasonable comment, 
Brenda told the nursing officer about this incident. The nursing officer goes to Dr. 
Yuen's office and points out his carelessness in dealing with serious matter. Dr. 
Yuen feels embarrassed and apologizes to the nursing officer politely. By doing so， 
the nursing officer acts like a stem mother who tries to make her son behave well. 
All these moves involve a form of balancing act on the part of the women 
nurses. Although nurses are regarded as non-professionals, being put in a lower 
structural position than doctors, they are aware about doctors' dependence on their 
supporting duties. As long as the men doctors find their comments or actions useful 
and even indispensable, the women nurses are successful in counteracting the men 
doctors，authority since they can decide the extent they offer "motherly" care for the 
doctors. They are satisfied with the informal superiority they achieve in the 
sex-biased organization through playing the traditional feminine role as a nurturer and 
caregiver. 
However, nurses who pushed the strategy too far were quickly reminded of 
their position in the hospital organization hierarchy (Ogasawara 1998). Fanny, an 
enrolled nurse, tells of a particular incident one morning when she was collaborating 
with another doctor, she says, 
I 
"I think Dr. Cho acts like a real child sometimes, so occasionally I 
may tease him a bit by speaking in a real sarcastic voice as if I was 
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talking to a little kid. I use to work in a daycare center so I know 
how kids act. But one time apparently he was having a bad day 
so when I said to him, 'how's little "Cho Cho" this morning?' He 
immediately snapped back at me and said "Stop talking to me like 
that, I'm not a 4 year old!" I was kind of shocked but I apologized 
to him and explained that I use to work in a day care center and it's 
kind of hard to change the habit. But what Dr. Cho doesn't know 
is that I never talked to the kids at the day care that way." 
Ms Kim's account gives us a clear image of how performing "mothering" 
can be pushed too far limiting its effectiveness. Rather than elevating their structure 
position, it fosters women nurses' image as auxiliary staff who adhere to their care 
taking role. It contributes to the reproduction of the stereotyped gender ideology 
that women nurses are members of a non-professional group whose concerns are 
irrelevant to their clinical duties. Furthermore, the effectiveness of mothering 
fiinction is specific to men doctors only. As observed in City Hospital, while 
women nurses establish themselves as mothers who give personal care for men 
doctors (whatever ranks they are at), women doctors are often excluded from this 
relationship. 
Gossip 
All the strategies of resistance, women nurses incorporate gossip in one 
aspect or another. Gossip can be a form of entertainment. It turns something 
disgusting in the eyes of nurses into ridiculous and interesting stories. Through 
gossip, women nurses find a vent for their discontent or resentment about the 
discriminatory policies in the gender-stratified value system. Although there is no 
organized form of resistance that can challenge the doctors as a professional group, it 
succeeds in putting pressure on the doctors, posing threats to their professional image. 
It is, therefore, a very powerful and effective form of resistance. Besides, the 
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content of gossip embodies an internalized evaluation system developed among the 
women nurses as they jointly assess the men and women doctors based on gender 
perspectives. Indeed, the gossipers are doing gender by engaging themselves in 
emotional chatting and projecting their views about doctors' masculine/ feminine 
attributes in their gossip. This form of resistance never challenges the gendered 
organizational structure nor improves the condition of the women nurses. It only 
produces and reproduces gender in the already male-centred organization. 
I never thought that talking behind someone's back was so prevalent among 
women nurses in the hospital. The major targets are usually men doctors, though 
women doctors are sometimes involved. Hardly a day passed in City Hospital 
without someone putting down another worker. Lunch break for nurses in the 
hospital cafeteria was an ideal time for women nurses to gossip about a men doctor's 
behavior. The following is a scenario of a typical discussion between 3 registered 
nurses observed in the hospital cafeteria: 
Jenny: I'm really upset with Li! 
Ling: Which one is Li ？ 
Jenny: The young one. He came to this hospital about a year ago. 
When he comes in during the mornings he always forgets to place 
the patient prescription cards in the correct basket. I found out 
this morning that the Chu patient in room 3 never got his 
medication because of him. So I had to run to out to the central 
pharmacy to resubmit the prescription and deliver the medication. 
You know there's a lot of a doctors' like his kind in this hospital. 
Ling: Yeah I know what you are talking about. Is he single? 
Jenny: Yes he is, and there seems to be a lot of good reasons why 




Ling: Yep. There's always one thing or another wrong with a 
single guy. 
Brenda: Dr. Li, sometimes stands next to you, has a sort of really 
bad smell as if he never washes his clothes for a week. It always 
makes me feel queasy and sick. Sometimes it makes me say, "I 
have to go now" 
Ling: I know exactly what you're talking about. When he's 
about to come near me, I run off as if I was called to the Radiology 
Department, you know like almost saying to him to stay far away 
from me. 
A nurse's unpleasant experience can be voiced through gossip. Jenny, who 
has to get the medication for the patient, expresses her indignation towards Dr. Li. 
Her workload is increased because of Dr. Li's negligence to place the prescription slip 
in the correct basket. She does not name him with the proper title "doctor" as she 
normally would. Through gossiping about the unpleasant experiences they went 
through, women nurses damage the offender's reputation among their colleagues. 
Besides，Ling and Brenda, who have little daily contact with Dr. Li are given an 
unfavorable impression of him at the start. Jenny's story may not have determined 
the way the others view Dr. Li, but it will certainly influence their opinion about him. 
A male doctor's reputation is not just determined overnight. It is evident from the 
scenario of the nurses' conversation that this is not the first time Dr. Li offends the 
nurses. Every time he does something that seem "bad" in the eyes of the nurses, he 
becomes the target of their reproach; until finally his reputation was thoroughly 
destroyed. Both nurses Ling and Brenda dislike Dr. Li so strongly that they detest 
his physical proximity. Many nurses I interviewed say that there are always least 
I 
several doctors with whom they prefer to keep their distance, and these doctors are 
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common targets of criticism of almost all nurses in the same ward. 
Women nurses always group together. The spatial arrangement in City 
Hospital plays a role in strengthening their bond. They spend a long time in the 
same ward without having their own private space. Grouping together to share 
opinions or express annoyance is their common practice. Everywhere in the hospital 
can be an arena for gossip. Making one nurse angry is same like making many other 
nurses angry. As one nurse explains, "If one of us talks badly about a men doctor, 
all nurses in the same ward who hear the story automatically will begin to have an 
unfavorable impression on him." Since men doctors usually sit with other men 
doctors' or men nurses, they do not have access to women nurses' gossip, and are 
unaware that bad reputations became built gradually. A men doctor becomes aware 
of the women nurses' antipathy to him only after he had heard accumulated 
accusations from others. By this time, anything the doctor does is likely to appear 
distasteful. One doctor notes, 
"It's really fascinating how the women nurses are connected with 
each other. If you offend one nurse then you must be prepared to 
receive ridicule from all the other women nursing staff in the 
department, and by the next day the entire hospital." 
Although there is no organized form of movement, the devastating opinions 
of women nurses can be powerful weapons to resist doctors' authority collectively. 
In addition, women nurses, especially enrolled nurses are put in a structural position 
which excludes them from fair competition of promotion. They often view themselves 
as detached bystanders of hospital affairs (Davies 1995). They do not hold any 
responsibility for the validity of the gossip that can destroy the reputation of doctors. 
It is observed in the City Hospital that the content of gossip is mostly trivial, 
emotional and sometimes illogical. If a doctor repeatedly annoys a women nurse, 
whatever the men doctor did became subject to a possible target of criticism. As the 
53 
Chapter 1 
nurses recognized, behaviour that normally would not draw attention was often 
criticized and detested. One nurse who works in the pediatrics department of City 
Hospital described how the nurses there grow to detest an unpopular doctor's habit of 
wiping his hands on his lab coat as he came out of the restroom. She also said, "This 
same form of conduct could have been considered adorable if done by somebody we 
favor." 
Some doctors understandably felt that women nurses got angry without 
reason and at random over trivial matters. They were very wary of women nurses' 
gossip because of its unpredictable nature. The following sentiments voiced by a 
senior men doctor, Dr. Ng are illustrated in this case. 
"I care a lot about how I treat nurses. It's because women in 
general complain a lot about petty things like someone is slow in 
writing the patient report or that his desk always messy, that sort of 
thing. When nurses get together, the trivial things seem to be 
made into big issues. And they spread incredibly quickly. Men 
doctors also speak badly of another person, but we don't make a 
fuss about it or take it to extremes like a lot of ladies do. I often 
hear other men doctors often complain that they are accused 
unreasonably by a women nurse." 
Indeed some doctors express perplexity and anger because they have been 
unjustly accused by women nurses for unimportant matters. For example, in one 
instance an unpopular men doctor on the pediatrics floor of City Hospital, was 
reproached by a women nurse for accidentally knocking some of her papers over as 
he was in a hurry. The doctor complained later that he apologized but was in a hurry 
to get to a patient in need. Another doctor in the same department was perplexed 
and infuriated because he had been blamed for giving the same instructions for a 
medical procedure both verbally and in writing. He did this because he thought it 
i 
was easier for the nurse to understand what he wanted her to do, but he was accused 
of underestimating her abilities, or in other words slighting her. Later he asked me 
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for my opinion, and I agreed it did seem a bit odd for her reaction but later I asked 
him how he and the nurse had been getting along in the past. He admitted that they 
had not been getting along well. 
Whether a gossip is directed towards men or women doctors, it is seldom 
associated with some objective criteria of medical professionalism, clinical 
knowledge and experience. Personality and behaviour like the willingness to show 
courtesy, generosity, kindness and empathy are what the nurses concerned with. 
These qualities are based on subjective perceptions which presume the attributes of 
masculinity or femininity. Gossip is a way through which doctors become targets of 
assessment and objects of observation. In the formal evaluation system in hospital, 
women nurses are put in an unfavourable condition. Through the network of gossip, 
women nurses become the agents of an established set of value system that puts 
doctors under surveillance in the domain of social interaction. 
I do take notice that there are four main criteria which recur in women 
nurses' behind-the-back-talk and were particularly important in the beginning stages 
of the nurses evaluation system of any given men doctor (Ogasawara 1998). 
First to begin with, women nurses often talk about doctors' outward 
appearance, especially women doctors. Those who do not possess a strong physique 
or do not dress like a typical doctor with formal apparel become targets of ridicule. 
Here is an episode between a few nurses whom I sit with them in the canteen. 
Jenny: I found Dr. Lui quite beautiful. What do you think? 
Ling: Hmmm... she doesn't look bad, but she's so skinny that I 
can count every piece of her bones. When she lies on bed, she 
looks like our patients rather than a doctor. 
I 
Jenny: Hahaha... Dr. Lee looks rather like a village. Where can 
you find a doctor wearing short and slippers in the ward? She's 
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rather strange, isn't she? 
Ling: Dr. Tarn is different. I admire her sense of fashion. She 
wears different dresses every day. Do you notice that all her 
clothes are from well-known European designers? 
Women nurses like to assess women doctors by their appearance. They 
expect women doctors to look healthy and smart. Looking weak does not appeal to 
their perception that doctors usually appear manly and well-built. Dressing style of 
doctors is also a heat topic among the women nurses. They expects them to wear 
branded clothes which correspond to their comparatively high status and income. 
Although most women doctors attempt to behave in a rational and self-assertive 
manner, their appearance and dressing rather than intellectual power are better 
appraised by the women nurses. 
A men doctor's capability was the second recurring criteria. Instead of 
making formal judgment of doctors' performance according to their qualification and 
medical skills, women nurses base their judgment on how efficient the doctors work 
with them. There are very practical reasons as to why women nurses favour capable 
men doctors. An incompetent doctor often annoys nurses with extra work，pesters 
them with difficult terminology; gives them unclear instruction, issues unreasonable 
requests, and often make request at the last minute. 
The third and the most critical recurring criterion to assess doctors is the 
doctors' attitude towards the nurses. A caring, empathetic, considerate, courteous 
and generous doctor is admired by the women nurses. However, the assessment 
criterion of the women nurses on the women doctors and men doctors slightly differs. 
A woman doctor who fails to show courtesy is attacked in a more serious way than a 
I 
man doctor. On the other hand, women nurses put more demand on the men 
doctors' generous than the women doctors. 
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Doctors who are considerate to the feeling of others are incredibly popular 
amongst the nursing staff. On the contrary, those doctors who treat female nurses as 
drones to be ordered around were despised. As nurses are regarded as 
non-professional and their work are considered as monotonous supporting tasks. 
Their daily activities are characterized by the lack of prestige and autonomy. If they 
find a doctor who respects them as individuals and is willing to share with them like 
friends，that doctor will be very popular. Many nurses in ward 4CD discuss in 
favour of Dr. Cheung, a surgeon. Dr. Cheung always appreciates the effort of the 
nurses who help him in operations. He reported to the nurses the results of 
operations which go well with their help. Lisa, a registered nurse in ward 4CD 
explained: "If you become involved with preparing and helping out in a delicate 
operation such as an organ transplant, you naturally want to know how things turned 
out after the patient has recovered." This particular doctor often remembered to tell 
his supporting women nursing staff how things turned out after the patient recovers 
and often praises them for their good work. "It's very nice to be told that what you 
do to help makes a good turn in someone's life," Lisa said. Dr. Cheung is put in 
contrast with another doctor who makes a lot of unfavourable comments about the 
nurses and disregards in telling them about the outcome. This doctor gave the 
women nurses the impression and feeling that they were nothing more than 
unemotional drones (Williams 1989). He is criticized by almost all nurses in the 
ward whenever he enrages one of the nurses in any occasions. 
An arrogant and impolite doctor, especially women doctor is always 
condemned. Women doctors are more prone to criticisms about their courtesy. 
A doctor is considered to be arrogant if, for instance, she asks for a nurse behind the 
I 
counter to hand him some forms by calling out "Nurse forms please!" The doctor's 
commanding tone is contrasted with another women doctors politeness who said, 
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"Sorry to disturb your work, but could you please hand me the proper medical forms 
please?" Dr. Tang enrages one women nurse by saying briefly, "pen!" She 
actually wants the nurse to quickly hand him a pen from under a desk. When Dr. 
Tang goes away, the nurse afterwards makes such comments as, "Who was that? Who 
does she think she is?" 
In addition to just speaking politely when making request, women nurses in 
general believe that they are entitled to thanks for the various tasks they do or 
complete for the doctors, especially women doctors. They expect doctors to thank 
them whenever they helped the doctors with small tasks like filing or ordering 
equipment, and the doctors apologize when they cause any inconvenience for the 
nurses. When a women doctor fails to express her gratitude for the nurses' work, she 
will be quickly criticized for her being lack of appreciation. 
Women nurses always discuss about whether a men doctor is generous or 
stingy. The perception of men as financial supporters is reflected in the women 
nurses' expectation for men doctors' generosity in spending money on them. 
Because of the difference in remuneration system, nurses who are aware of the 
income gap like to speculate the earning of a certain doctor. They tend to assume 
that doctors earn much more than they do and expect the doctors to treat them and 
spend sparingly in charity. 
One day, a men doctor in the hospital cafeteria is apparently short on cash. 
He quickly asks a women nurse whom he recognized in his department if he could 
borrow HK$40 for buying lunch. She agrees to lend it to him and the next daylie 
does return the money, but afterwards she make a comment to other fellow nurses 
saying, "I don't understand how he can be driving an HK$500,000 Mercedes and not 
having plenty of money with him at all times?" 
The women nurses often talk about which restaurants some men doctors 
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take them to, for lunch and occasionally dinners, what treats the doctors would bring 
for nurses. In some occasions nurses would be bold enough to ask some men 
doctors in a slight jokingly manner to treat her or other nursing staff to lunches. In 
one case I observe a senior nurse goes up to a second year doctor and say in a 
"giggly" manner, "Dr. Cho when are you going to take myself and the other three 
nurses out to lunch?" Dr. Cho is somewhat put in an awkward position and cannot 
refuse, so later in the evening he treats the four nurses in the department to a nice 
dinner buffet. 
Women nurses asking men doctors to treat them is a process of reinforcing 
the image of men doctors as financially sound masculine figures. The gender role of 
men as material supporters and women as receivers is well established in this norm. 
The wide income gap between the doctors and nurses does not necessarily create a 
feeling resentment in the nurses. But the refusal to treat the nurses will make a men 
doctor the target of ridicule. Making demand for treat is indeed an act women 
nurses' resistance through which they can on one hand put pressure on men doctors, 
and on the other hand make judgment on their generosity. 
One of the interesting features about women nurses' gossip was that a 
doctor was seldom assessed by himself/ herself, but was customarily compared to 
another doctor. Nurses annoyed the doctors by constantly putting each of them in 
comparison. Take for instance, Dr. Cho donated HK$5,000 in the City Hospital 
Charity Show last Christmas. He immediately became an admirable figure, who is 
considered generous and kind among the nurses. Dr. Wong, who is at the same 
grade as Dr. Cho only donated HK$200. It became a source of jokes for the nurses 
for the next whole week. Whenever they say something bad about Dr. Wong, they 
» 
will refer to him as a mean and "cheap guy", and automatically compare him with Dr. 
Cho. This type t>f comparison makes the nurses' criticism more powerful. If the 
59 
Chapter 1 
nurses can point to the doctors who are generous, their accusations that another doctor 
was stingy or "cheap," became more credible. Doctors seem to find this type of 
comparison one of the irritating aspects of the nurses' gossip. 
Gossip is not only a form of entertainment for the women nurses, but also 
an informal means for them to access to information. On the other hand, doctors are 
put under the gaze of nurses; any weakness revealed in the workplace can be traced 
by the nurses. It is an effective weapon for nurses to weld power as it can 
potentially destroy the reputation of doctors. However, gossip by no means has 
subversive effect on the organizational policies, which put them in a subordinate 
position. Instead of achieving any advancement in the position of women nurses, 
gossip itself is detrimental to working morale and work ethics. 
Symbolic giving 
It is a common practice in City Hospital that women nurses occasionally 
present gifts or give treats to doctors, which is primarily symbolic in nature. It 
serves to differentiate popular doctors from less popular doctors. While gossip is 
restricted to exclusive audience, the act of symbolic giving makes opinions public. 
In the book "Office Ladies and Salaried Men", Ogasawara describes certain 
customs that take place in the business setting between office ladies and their 
superiors in recent day Japan. She talks about how in Japan Valentines Day is an 
occasion for office ladies to present gifts to their men superiors in the form of 
specially wrapped chocolates. It is symbolic in which the author notes that the 
amount and quality of chocolates a men superior receive on that particular day 
determines how much he was favored by his subordinates (Ogasawara 1998). 
( 
Similar pattern is found in City Hospital. Women nurses often present gifts or 
giving treats to doctors in a way that the givers are in disguised identity and the gifts 
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convey ambiguous message. 
James Scott (1985) in his book "Weapons of the Weak" identifies two 
modes of concealment, namely ambiguity and anonymity. Ambiguity refers to the 
technique of disguising the message symbolized in the gifts; anonymity is technique 
of disguising the messenger. When a small gift or treat given by a group of nurses 
contains an unclear message that causes confusion, embarrassment and distress to the 
doctors, the nurses are successful in manipulating the emotions of their doctor 
superiors by means of symbolic giving. Doctors who are liked by the nurses are 
given nice gifts openly and treated with parties. Doctors who fail to impress the 
nurses are either ignored or given something less pleasing compared with other 
colleagues. It is an effective strategy of resistance of nurses since the nurses are in 
the position to isolate any doctors they dislike socially and put them in an 
embarrassing situation publicly 
During night shifts, nurses usually prepare night snacks such as desserts and 
cup noodles for themselves and doctors. Some nurses would prepare additional 
snack certain male doctors who were also working on the same shift as them. 
During a night shift interview, I accompany with the nurses in the rest room to share 
some night snacks. When we are eating some cakes, I saw some special Chinese 
soup on the table. I asked one of the nurses whom the soup is for. She replies, 
"It's for Dr. Cheung. He has been working hard for three nights. 
He's a nice guy who helps us a lot in work. We use to prepare 
some soup or special dessert for him whenever he's on night shift." 
After a while, Dr. Yuen comes into the rest room and asks one of the nurses to give 
him some soup. She says in a manner of contempt, 
"There's not enough soup for you. If you are hungry, take the cup 
noodles from the cupboard because our cakes are also finished." 
t 
Dr. Yuen was embarrassed and without saying a word, he sits at a comer 
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and eats cup noodles himself. After a while, Dr. Cheung comes into the rest room. 
The nurses joke with him and bring him the soup. Dr. Yuen looks stem and goes out 
of the room without saying a word. By doing something special for certain doctors 
and excluding others, the nurses are successful in putting the doctors they dislike in 
an embarrassing situation, especially if they do it publicly in front of other doctors. 
A similar example which women nurses treat different doctors in 
discriminative manner is by holding farewell parties for doctors they favour. 
Working on rotation at different hospitals is a common practice for doctors. Some 
housemen, especially those from the orthopedics team in City Hospital have to rotate 
to another hospital after a few months for gaining practical experience. Nurses from 
the same ward usually hold farewell parties for doctors whom they are impressed with. 
They sent cards and small gifts for them as an expression of friendliness. The 
abstract message being sent by this action is incredibly obvious. If the doctor who is 
leaving has been favored by the women nursing staff, he can expect a farewell party. 
If he is not favored , he can expect to leave unnoticed. 
An interesting phenomenon I observe in City Hospital is that some doctors 
even when they receive presents from nurses, they seemed embarrassed or even 
confused. One nurse discussed with me an incident in which she brings a small little 
stuffed bear for a particular doctor whom she favored for his birthday. She attaches 
a note to it saying "to my cute little doctor." The doctor thanks the nurse for the gift, 
f 
but it was later heard that he discussed among other staff the possibility of whether 
the nurse was attracted to the doctor. 
As James Scott (1985) identifies the way the subordinate group resorts to 
disguised identity, by keeping the agents anonymous and the action ambiguous, the 
t 
subordinate group can voice their discontent while avoiding direct confrontation. 
Women nurses are always referred to as a group of "ladies". Even when the nurses 
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put the doctors in an awkward situation, no individual will be penalized since 
individual identity of the nurse is concealed under the mask of a collective group and 
any one of them is considered a member of the collective group. Also, sending a gift 
without a clear message of intention can also embarrass the doctors, who are 
supposed to be a professional with institutionalized authority in hospital. 
Explicit Resistance 
Doctors who fail to maintain good relationship with women nurses are 
subject to the nurses' defiance. Women nurses' resistance is shown in performing 
mothering, engaging in gossips and symbolic giving. But none of these means is so 
explicit and direct as declining or delaying to perform some tasks, and refusing to 
work. 
Nurses can decline requests from doctors by making excuses. A women 
nurse may refuse politely, saying, "I'm terribly sorry, but I'm very busy right now. 
Would you please do it yourself?" An enrolled nurse, Sally says, 
‘Tm asked to do an ordinary, routine job, such as preparing his 
patient schedule for the next day. I would work even for a doctor 
I didn't like. But let's say you see an extremely busy person. If 
ifs someone I like or someone I respect, I offer to help. If it's 
someone I don't like, I pretend not to notice. I guess it's in the 
area of providing additional services that I discriminate in terms of 
how I work for doctors. 
There is a tendency of women nurses to abstain from work given by an 
unpopular doctor or to prioritize their assignments according to their own discretion is 
observed by the doctors. Dr. Chan, a houseman in the City Hospital expresses his 
bitterness about the discriminative act. 
"Nurses here always give priority to the work from doctors they 
like. For those whom'they detests or housemen, they simply put 
off requests by making excuses. One day, I ask an enrolled nurse to 
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find me a patient's medical record. I have stressed that I need it 
immediately. But the nurse replies me by saying, 'I'm dealing 
with some urgent matters at this moment. I will do it after two 
hours.，Actually, she is not so much occupied with another piece of 
work in hand at that time. But two hours later, she has already 
been off duty. My plan is then delayed." 
In some non-urgent cases, a nurse can prioritize her work according to 
which doctors she like most. She is usually subject to penalty for putting off the 
completion of certain tasks given by doctors she dislikes. She is not neglecting work 
but simply reorganizing the order of assignments. In this way, women nurse can 
resist the authority of the disliked doctors 
Taking leave collectively on the same day for vacation occurs in City 
Hospital. Last December, almost half of nurses in ward 7B apply for one-day leave. 
Some of them present the medical certificates, some take leave from annual leave. 
On that particular day, there is a shortage of staff in the ward. According to one of 
my nurse interviewees, taking leave collectively has happened twice last year. 
However, there is no one who puts blame on the nurses because they take leave is in 
legitimate way. 
All the examples above are some of the uncooperative behaviour of the 
women nurses, which is due largely to the evaluation system and the gendered 
hierarchy. Under the male-biased evaluation system in hospital, performance of 
women nurses is not assessed seriously. Also, the nonprofessional status of nurses 
confines them to the lower hierarchical strata of the hospital organization. Nursing 
is regarded as a "dead-end" job as the promotion prospect of is limited. With a grim 
hope to move up the hierarchical ladder, women nurses are lack of incentive to 
dedicate themselves to their career. Instead, by refusing to work as instructed, 
i 
women nurses directly challenge the doctor's authority to give order effectively. 
On the other hand, by declining or delaying to perform their duties, women 
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nurses promote the stereotype that they are easily carried away by emotion; they are 
unable to make rational decision and behave irresponsibly. Instead of affecting the 
male-dominated structure in the hospital, gender is produced and reproduced as the 
feminine traits are shown through the women nurses' resistance. 
In response to the asymmetrical power relations in hospital, men and 
women nurses react differently. Women nurses are engaged in the strategies of 
mothering, gossip, symbolic giving and refosal to work, which are irrelevant to the 
work nature or destructive to the working morale. Men nurses adopt more 
career-oriented ways to enhance their position and try to attain the professional status. 
4.2 Strategies of Men Nurses: Resistance and the Dilemma 
Similar to women nurses, men nurses are aware of their non-professional 
status. Men nurses are subject to another dominating men power (men doctors); at 
the same time, they belong to a female-dominated occupation, which is associated 
with the traditional feminine role as a caregiver. They are caught in a complicated 
condition of gender identity. In order to maintain their masculine image, the men 
nurses detach themselves from the social network of women nurses as well as the 
resistance strategies of women nurses. As mentioned in chapter 3，men nurses are 
given more opportunities for advancement and more access to resources than their 
women counterparts. Unlike women nurses, whose disadvantageous position, 
ironically, made them bold enough to do and say whatever they wish; men nurses 
tend to be cooperative and compliance with doctors' order. Instead of engaging in 
gossips or refusing to work, men nurses adopt more career-oriented means to protect 
i 
and enhance their status. They tend to rationalize their work, commit themselves to 
their career development and actively participate in policy making as an attempt to 
65 
Chapter 5 
achieve their professional status. 
Men nurses who take their job positively would rationalize their choice of 
career. They justify their position by thinking the positive aspects of their job and 
try to be committed to their duties. One men registered nurse, Mr Lui expresses his 
feeling about the job, 
"Although I earn less than doctors, I have less pressure from work 
and can enjoy more personal time for the working hours are so 
much shorter than that of the doctors. Nursing is an essential 
function of a hospital. It is not only about the so-called mundane 
bedside caring, no treatment can be successful without the help of 
nurses. Also, being a nurse, I don't have to wear the, mask of 
professional image and behave impersonally to the patients. 
Whatever the patients' condition is, whatever they need, nurses are 
the first ones who take care and communicate with them. You 
can also joke with them!" 
In my interview with patients, most of them are satisfied with the working 
performance of Mr Lui and other men nurses in general. The patients agree that men 
nurses are more serious in work than women nurses. They find men nurses more 
trustworthy as they never evade from responsibility. Rationalization is an important 
step towards adaptation to the discriminatory policy in the professional organization. 
Men nurses are well aware of their inferior structural position in the 
professional organization. However, they try to distance themselves from any 
emotional entanglement related to their subservient role in the hospital. They do not 
aim at attacking on certain doctors on individual basis, but try to promote their status 
in the health care sector. Aiming at being upward mobile, not only that they try to 
fulfill the requirements in their daily duties, but also that they take initiative to attend 
specialization courses and professional exams. Some men nurses at junior level see 
their job at 泡 s l o m e n t as transient, they aspire to accomplish a higher goal in their 
i 




While some men nurses are committed to their career pursuit, they veer 
away from the women nurses, as they find the attitude and behavior of the women 
nurses unprofessional. They find gossip among nurses irrational and irrelevant to 
the work. Some men nurses prefer joining men doctors in sports and discussing 
topics on politics. In the common rest room, men nurses usually join men doctors at 
the area separated from women nurses. Men nurses detaching from their women 
colleagues and joining the men doctors is indeed doing gender. Their approach is 
based on the stereotypical perception on women as irrational gossiper and men are 
career-oriented. By doing so, they reproduce masculinity in the workplace 
(Williams 1995; Riska and wegar 1993). 
Some aggressive men nurses involve actively in policy making so as to 
promote their status. By attending monthly hospital meetings, voicing their opinions 
through the media and participating in policy making through the "nursing union", 
men nurses attempt to expand their influence in the health care sector. One 
successful example of their effort is the implementation of a new cardex system in 
City Hospital. According to the conventional cardex system, the cardex containing 
descriptions of condition, treatment and prescription of each patient is confidential to 
the doctors. Nurses have their own note sheets for recording details of each patient. 
During ward-round, nurses accompany doctors and explain to them about the 
condition of the patients. In the new cardex system, separates record sheets for 
doctors and nurses are kept in one cardex file. By allowing nurses to write on the 
same cardex file as doctors, doctors and nurses can read the details directly. This 
pioneer system is a challenge to doctors' authority since nurses can now share the 
same file of doctors, which has been a symbol of professional knowledge in the past. 
Besides, doctors now can refer to nurses' record sheet directly. Nurses no longer 
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need to follow doctors during ward-round. The authoritative image of doctors 
accompanied by a submissive nurse in ward-round does not exist in this system. 
Although the established power relations between the profession and 
non-profession still remain intact, men nurses are successful in promoting their status 
along the occupational hierarchy. In their struggle to weld power, they exhibit the 
traditional image of masculinity such as being rational, career-oriented, setting off 
from women nurses whom they consider unprofessional, active participation in 
decision making. 
4.3 Divided and Not Organized 
From the above account, it is shown that men and women nurses use 
different strategies to resist the authority of doctors. These strategies are powerful in 
challenging individual doctors' authority, but fail to affect the organizational structure 
as a professional and bureaucratic institution. It is because there is no organized 
resistance movement in hospital. 
Conflicting interests of nurses cause division among them. Variation in 
educational background and seniority are the main sources of conflicts. In the past, 
people who enter nursing schools are those of secondary school level. In recent 
years, the minimum entiy requirement is the completion of nursing diploma or degree 
in tertiary institutes. Educated graduates do not flilly comply with the instructions of 
their seniors, who have been promoted according to seniority. In addition, because 
of curtailment of fond from the Hospital Authority, there are fewer vacancies at the 
senior nursing position. Limited promotion prospect intensifies competition and 
create division among the nurses. 
Taking an overview on this chapter, the gendered organization put women 
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nurses in a disadvantageous position. While many doctors work hard to pursue a 
higher professional status, some women nurses foresee a dim future and may 
probably quit the career after several years of service. The futility to attain a higher 
hierarchical position, however, provides an impetus to resist doctors' superiority 
through informal means. The men nurses also enjoy limited privileges as they are 
non-professionals. However, with the prospect for promotion, they adopt positive 
ways to achieve professional recognition. In the process of carrying out these 
strategies, whether men or women nurses, they are doing gender by explicitly or 
implicitly showing their femininity or masculinity. This reinforces their gender 






Restrictive Authority of Doctors 
As mentioned in Chapter 3 and 4, the unequal gendered structures of 
hospital attach low incentives and minimum penalties to women nurses' performance 
and thereby encourage them in acts of resistance. Because they have little to gain 
from being compliant, they do and say whatever they wish far more frequently than 
their men counterparts. This explained why doctors can gain the compliance of men 
nurses easily but with difficulty in influencing women nurses. Indeed, the gendered 
structure of hospital has put doctors into a dependent relationship on nurses. This 
deprive them much of their authority to influence and pose penalties on women 
nurses. One mean left for doctors to get the cooperation of women nurses is to curry 
them favour. As shown in data, doctors are compelled to, rather than willing to, 
curry women nurses' favour. In this chapter, I would first recap the structural 
dependence of doctors on nurses, then I would discuss and compare the various 
means that men doctors and women doctors employed in influencing nurses, and 
illustrate how the gender identities are reinforced in this process, and finally I would 
examine the effectiveness of these means. I conclude that professional doctors' 
authority frequently exists alongside subordinate nurses' informal means of control. 
Doctors must therefore accede to the women nurses' use of manipulative strategies if 
they are to exercise their authority. 
I 
5.1 The Dependency of Doctors on Nurses in the Gendered 
Organizational Structure of Hospital 
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The gendered organizational structure of hospital not only enables nurses to 
act counter to doctors' authority, but also puts doctors into a dependent relationship on 
nurses. In his study of modem disciplinary forms of control, Dennis Wrong (1988) 
argues that although bureaucratic organization facilitates extensive, centralized power 
structures，the power holder, ironically, more dependent on subordinates. As I 
observed, doctors in the City hospital depend very much on nurses for both emotional 
support and performance of mundane everyday activities. It is nurses' willingness to 
cooperate that determines how much help doctors will receive. The temporal and 
spatial arrangement, the evaluation system, the rotation system, as well as the 
hieratical and the horizontal division of labour, all put doctors into a dependent 
relationship on nurses. As discussed in chapter 3, the division of labour and the 
frequent job rotation for doctors reinforce their unfamiliarity with how things run in a 
particular ward. Thus, doctors have to depend on nurses to show them where the 
equipments are kept, how forms are filled out, what response patients have and etc. 
Under such circumstances, nurses' refusal to cooperate can be very annoying. 
Moreover, one of the important criteria for doctors' promotion lies on whether a 
doctor can get along with nurses. In this way, doctors need nurses to buttress their 
authority, images and control. The fact that doctors have to depend on nurses limits 
the authority they can exercise over them. While women nurses have little to lose, 
inducement may be one of the most effective means left for doctors to influence them. 
5.2 Men doctors' Means to Gain the Compliance of Nurses 
In order to obtain the compliance of nurses, doctors resort to various means 
to win favor from nurses. As pointed out at the beginning of this chapter, and 
discussed in Chapter 4, doctors have very little, if any, difficulty in gaining the 
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compliance or assistance of men nurses. Doctors in interviews always express that 
they find men nurses easier to work with and men nurses usually have better 
understanding of medical practice, and rarely have problems with taking orders. 
Some doctors admitted that when they need to get work done or patients taken care of, 
men nurses are generally more trustworthy. However, to influence women nurses 
requires a lot more skill and tact. In this section, I would discuss the various means 
that men doctors employed in influencing women nurses and examine how the gender 
identity is reinforced in this process. 
One of the most common and effective means is by treating women nurses 
to lunch or dinner to show appreciation for certain tasks or duties. However, if a 
man doctor neglects to do so, the nurses involved would remind him by confronting 
him for this. For example, one day I see a nurse walks up to a doctor, Peter, and 
says jokingly, "the other nurses and I who helped you out yesterday are kind of 
hungry. We would like to take you up on your offer made during the operation for a 
meal." Another nurse interrupts, "so what time do you plan on taking us out for 
lunch today as you promised for yesterday's patient reports we did?" Compelled by 
the awkward situation the doctor was forced to be in, namely, that he needs 
cooperation from his subordinate women nurses, he would have no choice but to 
abide by his words. 
Another method left for men doctors to influence women nurses is to 
cultivate women nurses' favor by giving them small gifts and souvenirs. I observe 
that, many doctors who take their vacation time to travel outside of Hong Kong and 
visit other countries usually come back with various souvenirs for the nurses with 
whom they work. Once I notice a small crowd of women nurses gathered in the 
t 
lobby looking at some small objects. When I take a closer look, I find out one of the 
doctors has just come back from a week's vacation in Nepal and has given the nurses 
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he works with small hand-woven Nepalese purses. The nurses are chatting with 
each other about the beautiful designs on the purses and comparing them. Some go 
as far as trading their small purses with one another. As discussed in Chapter 4, 
giving gifts in general is of symbolic significance. In this case, the symbolic 
significance presents itself when a man doctor must choose from many gifts of 
various values and the difference in values expresses degrees of preference. To 
avoid creating any conflicts or misunderstanding, the men doctors usually give the 
same gift but in slightly different colors or designs, and they leave it to the women 
nurses to choose from among the variations. Thus, through the act of giving 
souvenirs, men doctors hope that the women nurses would offer better and more 
attentive cooperation to them. 
In an interview with Dr. Ng, a senior doctor of the pediatrics department, he 
admits that he gives small treats to women nurses from time to time. He compares 
the ease with which he could gain compliance from men nurses and the difficulty he 
has from women nurses. As points out by Dr. Ng, the performance evaluation on 
women nurses is not taken as seriously as that of their men counterparts. Knowing 
of their dead-end positions, women nurses are lack of incentive to better improve their 
work quality and are less willing to submit to the authority of doctors； In order to 
solicit cooperation from them, Dr. Ng would, from time to time, buy them small treats 
like cakes and candies, which, he concedes, help smooth things. But when he fails 
to sustain their interests, he would be treated rudely, even his request for help at work 
would be flatly refused. He interprets this kind of behaviour as being emotional and 
concedes that this is very common among women nurses. He concludes, "Some 
people would think it's ridiculous that one has to give things to others in order for 
them to do work. But working here in this hospital so long, I've come to the point 
where this daily act is embedded in my work, so I'm very much used to it." 
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Because Dr. Ng cannot influence the women nurses as he can with the men 
nurses’ he has to buy them small treats such as cookies and small cakes to gain their 
cooperation. Doctors working within this gendered hospital are well aware of the 
dilemma illustrated by Dr. Ng's experience, and the restricted authority they can 
exercise on their subordinates. Bestowing on women nurses with occasional gifts 
and treating them to meals now and again is one means by which doctors solicit and 
reward them for their compliance. 
By being "nice", men doctors can also acquire an advantage to smooth the 
way for their works. Many nurses in the City hospital give Dr. Chang full support in 
his requests and duties. By being courteous to patients and playing with children. Dr. 
Chang has not only reaffirmed his "professional" image, thereby gaining support from 
nurses，but has also portrayed a "masculine" image in helping the patients. Some 
men doctors present themselves with the image of "good husband." They try to 
personalize with women nurses by giving them certain details of information about 
their lives with their families. On many occasions in the course of my research, I 
have heard men doctors speak of how they spend time with their children, and cook 
for their wives at home even though they themselves have just gone through a 
24-hour standby watch in the intensive-care department. Some men doctors like to 
comment on their ability to show involvement with their kids by telling nurses about 
how they train them and teach them the basics of right and wrong. This in turn 
convinces the nurses that the men doctors who speak of these fatherly acts there are 
very caring and "fatherly" at home. Women nurses are more inclined to comply 
with the orders of men doctors who give such personal, familial details to them 
because the women nurses feel that they are helping out a very deserving and caring 
I 
individual. 
In an interview with Mandy, a woman registered nurse, she describes the 
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home lifestyle of one of the men doctors whom she favors and cooperates with, and 
confesses, 
“I like to work with Dr. Leung because I find him to be a very good 
role model for his children. He always brings them to the hospital 
to meet the staff and shows them around when he's off duty. He 
imparts educational knowledge about their father's work. I find 
that this is rare among most husbands, not to mention men in 
general. Although I'm not married, I have a lot of friends who are 
married, and they always seem to have quarrels and arguments, 
mostly resulting from the man's incompetence at showing family 
support." 
This nurse is clearly impressed by this particular doctor who, for her, 
exudes competence and compassion in his role as a 'professional' doctor and a role 
model father. In portraying doctors having the traits of "a good husband" and "a 
model father", the women nurses are actually doing gender by inflating the qualities 
of a ideal man caregiver . Such personalizing relationship is just a mirage, but it 
succeeds in gaining admiration from women nurses, who are enthusiastic in serving 
their role models. 
For men doctors to reclaim their weakened command over their subordinate 
women nurses within a gendered structural hospital will in the end be a lost cause. 
The most they can do is to 'make peace' with the women nurses in order that they can 
carry out their duties efficiently. They need to create a veneer of amiable working 
relationship with their disadvantaged, hence, resigned staff by continually offering 
them treats. 
5.3 Women Doctors' Means to Gain the Compliance of Nurses 
Like men doctors, women doctors are also dependent on nurses in order to 
complete their work. The successful projection of the professional image of women 
75 
Chapter 5 
doctors hinges on whether they can gain the compliance of their subordinates, and 
uphold their prescribed role as immediate supervisor. Like their man counterpart, 
women doctors must also resort to various means to influence nurses to gain their 
compliance (Williams 1995). 
In ways not dissimilar to men doctors working in a health care organization, 
women doctors usually have very little difficulty，if any, in gaining the compliance of 
the men nurses. As discussed in Chapter 4，men nurses try to distance themselves 
from their women colleagues because of their peculiar position in a traditionally 
woman occupation. Men nurses are thought of in the hospital setting as making 
rational decisions rather than impetuous decisions like their women colleagues. Men 
nurses also show very little resistance and normally comply with the orders of women 
doctors. In carrying out instructions from their superiors, that is, the women doctors, 
they are fulfilling their duties in the desired manner of a member of the career-minded 
staff In so doing there is an added asset, namely, they would be foregrounding their 
masculinity in an otherwise women dominated profession. Given the easier 
relationship women doctors have with men nurses, at times, they still have to secure 
favour from their men subordinates. 
For example, sometimes women doctors give baked treats to men nurses 
who help them. This can be seen in the following interview with Dr. Lam, a 
pediatrician. She says the following: 
f 
"Sometimes, when I'm at home and I bake cookies or cakes for my 
kids, I usually make some extra to take with me to work to give to 
some of the men nurses I work with. I think they deserve it, 
especially at times when things get hectic. They really pull through 
for me in helping me get my work done. Other doctors don't 
usually reward the men nurses in any way because they thinks it's 
strictly their duty to obey them just like robots, and usually they 
keep wondering why sometimes they have difficulty in getting 
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work done. I'm not saying that I have to give things all the time 
to maintain good standing with the men nurses. But I think that 
once in a while giving them some snacks or baked goods that I like 
to make at home keeps me in favor with them, which helps me get 
my job done." 
Dr. Lam's revelation admits of her need to win cooperation over from men 
nurses despite the fact that the latter are more willing to cooperate with and carry out 
orders from their superior. 
Women doctors can have a smoother working relationship with men nurses, 
but when it comes to women nurses, they also have their fair share of difficulty. The 
problem arises because as in the relationship between men doctors and women nurses, 
the latter again see themselves as victims in a gender-biased organization. Women 
nurses resent the fact that they are subordinate to an authority figure of the same sex. 
To combat this situation and to exert influence on the women nurses, women doctors, 
like their men counterparts, have to devise means to appease the otherwise 
disgruntled subordinates. 
One preferred tactic is to minimize their statutory roles by relating with 
each other through their feminine role. In other words, women doctors would try to 
minimize the gap between them and their women subordinate. Women doctors 
accomplish this by incorporating women subordinates into a form of "sisterhood," by 
sharing similar feminine attributes or interests. According to Dr. Lee, a woman 
doctor, one means to get the trust of women nurses is to share with women nurses' 
cookbooks and recipes. Sharing cooking recipes with the nurses and describing 
various methods or new ideas for dishes would result in women nurses becoming 
more open with their women supervisors in such a way that they would work together 
to develop a new dish or improve on an existing one. 
Other forms of feminine interests they share are entertainment news, TV 
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programmes, and fashion. The following information volunteered by Dr. Chin, who 
works in the radiology department, describes the method she uses to relate with 
women nurses: 
"If there's anything women like most in discussing other than men, 
it has got to be fashion. I like to talk about various fashion trends 
with some of the women nurses I work with because usually they 
have some really good tips, such as sharing brands, where the best 
bargains or sales are. I not only like to discuss fashion topics with 
them because I like fashion myself, but I find that it helps me gain 
their trust. In turn, they really listen to what I tell them to do, as if 
I was their "big" sister." 
By sharing a common interest with her subordinate, Dr. Chin was able to 
gain the trust of her women subordinates, and in turn gained their compliance. 
However Dr. Chin also shows that by sharing this form of feminine interest, she 
deviates from the "masculine" context, which is embedded in her chosen profession. 
But she only did so in order to obtain the cooperation of the nurses, on whom she is 
dependent in the hospital organization (Williams 1995). 
Yet another method women doctors adopt in order to gain compliance from 
women nurses, has to do with their general presentation. If a women doctor has a 
pleasant demeanour, then she seems to be more favorable among the women nursing 
staff. But if she carries herself around in the opposite manner, then much of the 
women nursing staff would resist her authority or neglect to do their tasks for her. 
Some women doctors like to use jokes, for example, to give a more cheerful and 
pleasant outlook in the hospital. In an interview with Dr. Lo, working in the 
intensive-care department, she describes how she tells jokes and maintains a cheerful 
outlook to help her work more productively with her women subordinates. She says: 
"Every day when I attend to my shift, I like to tell a couple of jokes 
to the nurses to get them going. Sometimes I joke about the other 
men doctors as being as productive as turtles in their work. 
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Sometimes, I might say something like "Wow, Dr. Chu over there 
has got a back like a wet dog" because he sweats quite a bit. A lot 
of women nurses with whom I have worked always tell me they 
like to work with me the most because I'm always so cheerful and 
funny, unlike some other doctors they have worked with in the 
past." 
The importance of this kind of relaxed, pleasant atmosphere generated by 
women doctors is according to Dr. Lo is to keep her on good terms with the women 
nursing staff, and in turn they listen to what she says when she needs their help. She 
also points that many women nurses tended to disregard the tasks designated by those 
doctors whose demeanour is unpleasant. 
In a conclusion, the discriminatory gendered structures of hospital have 
ironically deprived both men and women doctors' authority over women nurses. 
They are put into a dependent relationship on nurses to accomplish their duties. To 
counteract this, both men and women doctors resort to different various means to gain 
the cooperation of women nurses. As shown in the data, doctors are compelled to, 






What accounts for the restrained manner in which professional doctors 
interact with their subordinate women nurses in the hospital? Doctors' fear, their 
discomfort to order nurses and their restrictive manner, all seem incongruous with 
their positions of authority. However, detailed examination of the gendered 
organizational structure of hospital reveals the reason why professional doctors with 
legitimate authority may not necessarily feel powerful. As discussed in the previous 
chapters, their dependency on nurses gives the latter latitude to wield power by 
making their support indispensable. It is costly for a doctor to actually use his 
authority. Therefore, although doctors possess the right to command，few will 
readily wield the authority they have over nurses. As women nurses have little to 
lose because of the gender-bias structure of hospital, inducement may be one of the 
most effective means for doctors to influence them. 
6.1 The Consequences of the resistance of women nurses: 
Accommodation and the Reproduction of Gender 
As claimed by many studies (Willis 1977; Genovese 1976), resistance is 
often voiced through accommodation. The distinction between accommodation and 
resistance is less apparent and far trickier than it appears. In my study, I argue that it 
is not only that accommodation can enable resistance, but resistance in turn may also 
I 
lead to accommodation. As discussed above, women nurses always refuse to take 
the initiative to improve their work, because they are not the ultimate responsible for 
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the work. They can make fun of doctors, because they do not compete in the race of 
advancement. In short, what enables women nurses to challenge doctors, is their 
accommodation to the gendered bias structure of hospital. That means, nurses have 
adapted themselves to the gendered bias structure of hospital before they voice 
resistance. I also argue that the great irony is that the acts of resistance of nurses 
serve to reinforce the unequal gendered structure of hospital and the traditional gender 
relations. Women nurses who gossip foster the view that they are talkative, bored 
and busy killing time rather than committing to work. Women who decline to do a 
• favor for doctors are regarded as childlish being ignorant of the working of power in a 
professional organization. Women who embarrass doctors are blamed as 
unreasonable and emotional. In short, the more women nurses resist, the more they 
promote the gender stereotype that women are emotional, irrational and not 
committed to work. In this way, the traditional gender relation and the gendered 
structure of hospital is maintained and reproduced. What women nurses do made no 
change to the sexist institution of hospital, but unwittingly reinforce the very excuse 
for discriminating against themselves. 
6.2 The Contribution of this Research and Issues for Future Studies 
In this study, I attempt to look into the informal organizational aspect of 
hospital. I tiy to demonstrate the complexity of the determination of events and 
actions that macro statistical analyses may overlook or oversimplify. By studying 
the power relationship between doctors and nurses in their daily work process, I argue 
that power dynamics on the micro level may not be a simple reflection of those on the 
I 
macro level. 
One of the aims of this research is to broaden the scope and enrich the 
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understanding of gender and organization. While most gender studies focus on 
women, this research includes men. By looking at the power relationship between 
and within each occupation, this study not only shows how they do gender at the 
individual level, but also reveals the complex gender asymmetrical relation at the 
relational level. I argue that the reproduction of gender asymmetry in hospital is not 
a static process, but is dynamic and contested one. Women nurses do not passively 
acquiesce the disadvantaged position they inherit. Rather, they make use of doctors' 
dependency on them and turn it into their advantage. Nurses target on individual 
doctors to redress their disadvantage; but they do no want to change the 
discriminative structure of the organization., therefore the overall gendered structure 
of hospital remains intact. 
Moreover, this study is an attempt to broaden Friedson's theoiy of 
'professional dominance' in which he argues that medical professional is truly 
autonomous, meaning a dominance over the division of labour. In the pecking order 
of hospital organization, nurses are requested to comply with doctors' orders and 
adjust themselves to their frame of mind. From my data I have demonstrated that 
there exist a relationship of dependency between doctors and nurses. Doctors' 
dependence on nurses is not an individual, voluntary action. This relationship is in 
fact the outcome of an institutionalized structure of an organization. Because of the 
embedded discriminatory gender policies in hospital, and nurses' subtle rebellion 
against such discrimination, doctors cannot easily exert their formal authority to 
obtain cooperation of nurses as it is conversely suggested in Friedson's model. The 
resulting situation discovered in this study shows that doctors have to appease nurses 
instead in order to win over their cooperation. By looking at the relationship of 
i 
dependency, which is neglected by Friedson, one sees that power is not as one-sided 
as it shows in Friedson's model. Rather, it is relegated from top to bottom. 
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Although I emphasize the opportunity structures and the constraints that 
women nurses face, I do not imply that the arrangement and the policy of hospital are 
static. Indeed, there are already signs of change. As nurses in HK are undergoing 
the process of professionalization, for instance, beginning last year, the minimum 
requirement needed to be qualified as a nurse would be a relevant university degree. 
The increased sense of professionalism makes nurses aware of the fact that they are 
no longer an assistant to a doctor. This change in the professionalism of nurses may 
bring about a shift in the relationship between nurses and doctors. At the same time, 
when more and more women enter the profession of doctor, would there be changes 
in gender relationship? This research concentrates only on the relationship between 
nurses and doctors, and do not include other variables such as patients and other 
medical staff Further speculations and studies, incorporating these variables, should 
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